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EXECUTIVE SUMMARY

Every day in communities and states across the country,
public health departments help millions of people lead
healthier lives. The Exploring Accreditation project has
been an opportunity to consider whether and how a
voluntary national accreditation program could lead to
even better health for their constituencies. The Exploring
Accreditation Steering Committee and its workgroups
developed a draft model for such a program. After
recejving extensive and thoughtful comments through
presentations, Web-based feedback, and formal surveys,
the Steering Committee revised the model. The Steering
Committee concluded that it is desirable and feasible to
move forward with establishing the recommended
model program as it is presented here.

This voluntary national accreditation program should:

*  Promote high performance and continuous
quality improvement.

*  Recognize high performers that meet nationally
accepted standards of quality.

*  Clarify the public’s expectations of state and
local health departments.

*  Increase the visibility and public awareness of
governmental public health, leading to greater
public trust, increased health department
credibility and accountabiiity, and ultimately a
stronger constituency for public health funding
and infrastructure.

A full description of the Steering Committee’s
recommended mode follows this brief summary.

A new non-profit organization should be formed by the
Planning Committee organizations to oversee the
voluntary accreditation of state, territorial, tribal and
local governmental public health departments. The
Planning Committee should appoint the initial governing
board of the new organization. Under its governing
board, the organization would direct the establishment
of accreditation standards; develop and manage the
accreditation process; and determine whether applicant
health departments meet accreditation standards. The
organization would maintain the needed administrative
and fiscal capacity and would evaluate the effectiveness
of the program and its impact on health departments’
performance. The governing board and the organization
would advocate for available training and technical
assistance for public health departments seeking to meet
the standards and to develop a culture of continuous
quality improvement.

Any governmental entity with primary legal responsibility
for public health in a state, territory, tribe, or at the local
level would be eligible for accreditation. Eligibility to
apply for accreditation would be determined in a flexible
manner, given the variety of jurisdictions and
governmental organizations responsible for public
health.

Standards should be developed to promote the pursuit
of excellence among public health departments,
continuous quality improvement, and accountability for
the public’s health. The process for establishing
standards should consider performance improvement
experience among state and local public health
departments.

The Steering Committee created 11 domains for which
state, territorial, tribal and local health departments
should be held accountable. Standards should be
established for each domain. Measures of compliance
may differ but standards should be complementary and
mutually reinforcing to promote the shared
accountability of public health departments at all levels
of government.




A VOLUNTARY NATIONAL ACCREDITATION PROGRAM FOR
STATE AND LOCAL PUBLIC HEALTH DEPARTMENTS

Health departments seeking accreditation would
undergo an assessment process. It should include a
review to determine readiness, a self-assessment, and a
site visit, resulting in a recommendation on accreditation
status. The final decision on accreditation would be
made by the governing board. A public health
department would be fully accredited, conditionally
accredited, or not accredited. An appeals process would
be established to resolve disputes.

The new organization should seek initial start-up funding
from interested grant-makers, government agencies, and
organizations of state and local health departments,
some of which may be in-kind support. Subsidies for
initial operations will be required, but this phase should
be funded in part by applicant fees and other revenues.
It is important to attract the full spectrum of local and
state public health departments to the accreditation
program. As the new organization approaches self-
sufficiency, subsidies should be directed more toward
applicant fees and costs.

Incentives should be uniformly positive, supporting
public health departments in seeking accreditation and
achieving high standards. Incentives should support the
goal of improving and protecting the health of the
public by advancing quality and performance of public
health departments. Credibility with governing bodies
and the public, as well as access to resources for
performance improvement, should encourage
participation by health departments.

Evaluation is crifical in every stage of the development
and implementation of an accreditation program. The
accrediting entity should encourage research and
evaluation to develop the science base for accreditation
and systems change in public heaith.

The details of implementation will be developed by the
leaders who take on the challenge of developing the new
organization. Implementation will be a multi-year
process requiring substantial external support in the
development years. Implementation should include
rigorous evaluation and process improvements in the
accreditation program to make it more successful and
cost-effective.
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MESSAGE FROM THE STEERING
COMMITTEE

The 2003 Institute of Medicine (IOM) report, “The
Future of the Public’s Health,” called for the
establishment of a nationa! Steering Committee to
examine the benefits of accrediting governmental public
health departments. Within its Futures Initiative, the
Centers for Disease Control and Prevention (CDC) has
identified accreditation as a key strategy for
strengthening the public health infrastructure. Several
states currently manage statewide accreditation or
related initiatives for local health departments. Within
this context, in 2004, the Robert Wood Johnson
Foundation convened public health stakeholders to
determine whether a voluntary national accreditation
program for state and local public health departments
should be explored further. The consensus was to
proceed, and the Exploring Accreditation project was
launched.

The goal of the Exploring Accreditation project was to
develop recornmendations regarding whether it is
feasible and desirable to implement a voluntary national
accreditation program or some other method for
achieving a systematic approach for public health
improvement. In order to achieve the goal, we (the
Steering Committee) designed a proposed model
program and vetted it through public health officials. We
also considered a business case for the proposed model.
In August, we made changes in the proposed model based
on the feedback received and concluded that the revised
model is feasible and desirable. We recommend moving
forward with implementation.

A full report, which will contain more detail, is under
development and will be released in the Fall of 2006.
This document summarizes the model program that we
recommend for implementation.

We believe that the establishment of a voluntary national
accreditation program is desirable for many reasons.
Chief among them is the opportunity to advance the
quality, accountability and credibility of governmental
public health departments, and to do so in a proactive
manner. At least 18 states are involved in performance
and capacity assessment and improvement efforts,
tending excellent experience to the design of a national
program. These experiences illustrate the significant

benefits of engaging in accreditation and related efforts
— benefits that the national program is designed to
achieve (e.g., quality and performance improvement,
consistency among public health departments, and
recognition of excellence). The public comment solicited
from public health practitioners in the field indicated
support for a voluntary national program. This program
will foster the concept of public health as a system, and
promote consistency and high performance nationwide.
it also will strengthen the ability to clarify and articulate
what public health does, and set reasonable and
achievable expectations to this end.

We feel that it is feasible to pursue a voluntary national
accreditation program because it is building upon the
momentum established by state accreditation and
performance improvement programs. By taking
advantage of knowledge gained from standards
development, performance measurement methods,
technical assistance projects and other operational
components of state-based programs, this program can
be flexible, efficient and nimble. The major factors in
starting up the new accreditation body and reaching
sustainability include the interest of key funding sources
in supporting interactive developmental and initial
operational phases, We believe that the potential for
funding a voluntary national accreditation program
exists, and we plan to help cultivate that potential. We
understand that not all health departments are prepared
to become accredited, and this has been factored into
the design of a national program (through
recommendations to promote the availability of technical
assistance and other support for such health
departments). We recognize that a national database
couid facilitate research and enhance the evidence-base
regarding best practices and the utility of accreditation
as a performance improvement method. Finally, we
acknowiedge that long-term success will require
creditation program

and continuing interest in the guality of public health
departments.

maintaining the credibility of the ac

L Lred (R A}

A summary of the substantive changes that were made
to the proposed model include the following:

= Guiding principles for the composition of the
Governing Board have been revised (page 8).
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*  Principles for relationships with state-based
accreditation programs have been expanded,
such that national accreditation is automatically
conferred on health departments accredited by
a state-based program that has received formal
recognition/approval from the national program
(pages 9-10).

¢ Territorial and tribal public health departments
are specifically included in the definition of
“eligible applicants” (page 9).

¢+  While applicants are expected to demonstrate
compliance with all domains for each program
offered, the conformance assessment
measurements wiii be applied on a sampiing
basis (page 12).

Additional clarifications have been made throughout this
document in response to gquestions and comments
received. Public comment yielded both support and
concerns about a voluntary national accreditation
program, and this feedback will inform the program’s

HOW THE MODEL WAS DEVELOPED

In August 2005, the Planning Committee established a
25-member Steering Committee with representatives
from public health practice organizations at the local,
state and federal levels. -The guiding philosophy of the
Steering Committee was to leave no stone unturned,
considering all possible alternatives related to the issues
at hand. Its decisions were informed by the work of four
workgroups in the areas of Governance and
implementation, Finance and Incentives, Research and
Evaluation, and Standards Development.

The workgroups also were comprised of public health
practitioners from all three Jevels of government and
members of academia. Throughout the duration of the
project, the workgroups developed reports that included
consensus recommendations, other alternatives that were
considered, and the rationale for each decision. Subject
matter experts were also consulted for various issues.
Discussion papers with information on accreditation in
public health and in other sectors were developed to
stimulate the workgroups” discussions.

Appenttic A (p

¢

structure and cperation in an implementation phase.
The details regarding public comment will be described
in the full report.

We thank all public health professionals who took the
time to participate in public comment activities. We also
thank the executive directors of the American Public
Health Association (APHA), Association of State and
Territorial Health Officials (ASTHO), National Association
of County and City Health Officials (NACCHO}, and
Naticnal Association of Local Boards of Health
{NALBOH), who serve as the Planning Committee and
provided executive oversight to this effort (see inside
cover for a full listing). Our recommendations have been
submitted to the Planning Committee, who in turn will
share them with their organizations to determine
potential action. The Planning Committee also will share
the recommendations with the Robert Wood johnson
Foundation and the Centers for Disease Control and
Prevention, both of whom funded this effort.

In April 2006, the Steering Committee met to consider
alt of the information that was gathered in the previous
months and develop a proposed model. The proposed
model was distributed for public comment from May
through July 2006. During that time, comments were
solicited through several mechanisms:

*  Public presentations and feedback forms
distributed at those events.

* - Conference calls.

* E-mail messages and an online survey on the
project Web site. '

# A satellite broadcast.

* - An opinion sufvey sent to state, territorial, and
local health officials.

Extensive feedback was received, and the Steering
Committee met in August to consider all public
comment as well as a business case developed by the
Finance and Incentives Workgroup. As a result of the
feedback, the model was revised, consensus emerged
that the revised model is feasible and desirable to
implement, and the Steering Committee recommended
that a voluntary national accreditation program be
implemented accordingly:
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GOVERNANMCE

A new, not-for-profit entity should be created 1o oversee
the accreditation of state and local governmental public
health departments by adopting standards and making
final conformance decisions. Having a new, independent
entity would promote impartiality and avoid real or
perceived conflict of interest should the process be
conducted by an existing organization. The Planning
Committee should provide an incorporation process
(articles of incorporation, bylaws, governing board
nominations process) that establishes the legitimacy and

------

The accrediting entity should:
+ Be a recognized legal entity and a tax-exempt

organization under Section 501(c)(3) of the
Internal Revenue Code.

+  Be separate and independent of the influence of
any single organization.

=  Provide relevant accreditation services and avoid
activities that could conflict with accreditation
activity.

+  Orient applicants to the application and
assessment processes.

«  Develop and maintain partnerships.

#+  Assess conformance.

«  Train assessors to assure a consistent and fair
process.

= Work with partners to ensure the availability of
training and technical assistance.

+  Encourage research and evaluation to improve
the accreditation program.

This new entity should have a governing board that
would obtain incorporated status, develop bylaws, and
hire staff. The responsibilities of the governing board
should include, but not be limited to, the following:

s Approving standards.

+ Awarding and revoking/suspending status.

+  Overseeing the appeals process.

=  Ensuring adequate representation of key
stakeholder interests.

Including public representation in all decision
making.

Establishing clear and effective controls against
conflict of interest.

Ensuring ongoing evaluation and continuous
guality improvement of the accreditation
program.

Overseeing the development and maintenance
of a national database for performance
improvement and research purposes.

Promoting research that would improve the
accreditation program.

Maintaining the administrative and fiscal
capabilities to successfully operate a national
accreditation effort.

Working actively with partners to promote their
development of positive incentives.

Working with partners to advocate for and
promote training and technical assistance and
assure that they are accessible and available to
applicants.

The Planning Committee should appoint the Governing
Board. Membership of the governing board should
inciude both organizational representatives and
individuals with relevant experience and expertise. While
specific slots are not being recommended, the following
principles should be applied in determining the

composition:

*

Members with recent experience in state or
local public health should comprise the
majority.

Members shouid include those with recent
experience on public health governing boards.
Diversity of ethnicity, experience, and
geographic location is important.

Terms and term limits should be specified.

Members should include academics, state and
local elected officials, health care providers,
representatives from federal agencies, and
others with a public health background.

One or more public members should be
appointed.

Members should include representatives of the
founding organizations and other key public

health organizations.
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The goal of the voluntary national accreditation program
is to establish quality and consistency that is recognized
at federal, state, and locai levels. Existing state-based
accreditation and performance improvement programs
are providing a laboratory for a national program and
national standards. It is important that state and
national programs continue to learn from, and maintain
good relationships with, each other.

A national program should complement state-based
efforts to establish performance standards for public
health departments. This may be accomplished by a
recognition/approval process through which state
accreditation programs could demonstrate conformity
with national accreditation standards and processes.
Such a process should not preclude states from having
additional requirements over and above those in the
national program. If a state accreditation program is not

The accrediting entity may use agents (such as state-
based accreditation programs and public health
institutes) to provide training, preparatory services, site
visits, and other services. The accrediting entity is
responsible for developing policies and procedures
regarding relationships with agents. The agent must
demonstrate to the satisfaction of the governing board
that its services are consistent with those of the
accrediting entity. When agents are used, the governing
board still makes the final accreditation determination.

Confidentiality of information is important to achieving
the quality improvement and continuous performance
improvement goals of the voluntary national
accreditation program. The accrediting entity may
publicize the accreditation status of applicants, but
should hold alt background information from the process
as confidential except as required by law.

ELIGIBLE APPLICANTS

The governmental entity that has the primary statutory
or legal responsibility for public health in a state, a
territory, a tribe or at the local level is eligible for
accreditation. To be eligible, such entities must operate
in a manner consistent with applicable federal, state,
territorial, tribal, and local statutes. The determination of
eligibility to apply for accreditation should be flexible,
recognizing the variety of jurisdictions with local public
health departments and the variety of state, territorial,
tribal and local governmental agencies that may carry
the primary responsibility for public health.

The governmental body recognized in the state’s
or territory’s constitution, statutes, or

regulations or established by Executive Order,
which has primary statutory authority to promote
and protect the public’s health and prevent
disease in humans, is eligible to apply. Umbrelia
organizations and collaborations among state or
territorial agencies may apply for accreditation if
the primary entity is a part of the organization or
collaboration. Where the state or territorial
health department operates local and/or regional
health departments, a single applicantor a
number of individual applicants may choose to
apply. Compliance with local-level standards must
be demonstrated for each local/regional unit.

The governmental body serving a jurisdiction or
group of jurisdictions geographically smaller than a
state, which is recognized in the state’s
constitution, statute, or regulations or established
by local ordinance or through formal local
cooperative agreement or mutual aid, and which
has primary statutory authority to promote and
protect the public’s heaith and prevent disease in
humans, is eligible to apply. The entity may be a
locally governed health department, a local entity
of a centralized state health department, or a
regional or district health department. An entity
that meets this definition may apply jointly with
other local-level eligible entities for accreditation

status if some essential services are provided by
sharing resources and the manner in which this
occurs is clearly demonstrated.
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The governmental health department serving a
recognized tribe that has primary statutory
authority to promote and protect the public’s
health and prevent disease in humans is eligible to

apply.

Applications should include an opportunity to describe
situations where statutes or other legal mechanisms
delegate authority for governmental public health
functions to an agency other than the applicant health
department. The applicant health department shouid
demonstrate collaboration with other agencies with
respect to those functions or, in some instances, may
request exemptions from those standards that are being
met in a different governmental agency. The
designation of accreditation should note any exemptions
provided.

Additionally, the applicant health department may
include another entity with statutory authority to
perform some public health functions in its application,
and the other entity may be accredited or recognized
solely for the standards that it meets.

The purpose of the voluntary accreditation program is to
improve the quality and performance of public health
departments without regard to their structure. Health
departments may wish to explore cooperative
arrangements to help ensure compliance with
accreditation standards.

CUIDE STANDARDS

A voluntary national accreditation program is a tool to
advance the pursuit of excellence, continuous quality
improvement, and accountability for the pubiic's health.
Standards should be developed in a way that promotes
these attributes.

Standards should address process, capacity, and
indicators of outcomes. As the evidence is established,
outcome standards that address improved health
indicators could be added; in the shorter term, outcomes
should address achievements such as establishing
programs and implementing new policy. Standards
should focus on outcomes that can reasonably be
influenced by health departments, understanding that
public health is inextricably linked to many systems and
occurrences that affect health status.

NACCHQ's Operational Definition of a Functional Local
Health Department should serve as the foundation of
standards {and associated measures) for local health
departments. ASTHO is undertaking a review of state
public heaith services that may inform the standards
development process for state health departments.
Existing performance standards for state and local health
departments shouid also be considered.

National Public Health Performance Standards Program
(NPHPSP) model standards and measures could be used
in developing health department standards, recognizing
that NPHPSP standards have been developed to assess
systems, not departments.

tate, territorial, and local health departments should be
held accountable to the 11 domains listed on the
following page, with standards under each domain that
are specific to their respective responsibilities.
Additionally, the standards should be complementary
and mutually reinforcing to promote the shared
accountability between state/territorial and local health
departments. The governing board will determine which
set of standards is applicable to tribal health entities.

One or more standards should be associated with each
domain and at least one criterion should be used to
operationalize each standard. Measures, or the objective

- means to determine whether, and the extent to which,
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each criterion is-met would be established for each
criterion. Measures allow an observer to characterize the
level of quality achieved for each criterion.

Collectively, standards and their associated criteria define
the capacity expected of an accredited department.
These criteria should be reflected in the day-to-day work
of individual health department programs but are not
meant to be illustrated only through programs since the
capacity of a local health department to meet the needs
of its community is represented by its ability to address
new or emerging situations as well as those associated

y-to-day operations.

Program specific standards and criteria exist separately
and are outside the scope of the national voluntary
accreditation process since programming varies from
state to state and locality to {ocality.

Standards should be designed to assure public health
protection while improving the public’s health. All
applicant health departments should be held to the same
standards. However, different measurements may be
used to recognize the variety of ways in which the
standards are met by health departments with different
capacities, governance structures, statutory authorities,
other quality improvement processes and health status of
the population served. The program should promote
continuous quality improvement, and over time, the
ievel of acceptable performance should be increased as
the norm of performance rises.

Selected principles espoused by the American National
Standards institute should be applied to developing and
updating standards:

= Consensus on a proposed standard by a
group or “consensus body” that includes
subject matter experts and representatives
from materially affected and interested
parties.

= Broad-based public review and comment
on draft standards.

»  Consideration of and response to
comments submitted by voting members of
the relevant consensus body and by public
review commenters.

»  Incorporation of approved changes into a
draft standard.

Standards should reflect input from all levels of
government. Further, they should be updated and
refined on a regular basis to refiect the best availabie
evidence.

Standards need to be sensitive to laws governing state,
territorial, tribal and local public health entities, and
applicants should be permitted to request a waiver or
modification of an accreditation standard if compiiance
could put them at risk of violating state, territorial, tribal

or local law.

In order to promote a common agenda and linkages
among all levels of government, those involved in
developing and updating standards and measures it a
voluntary national accreditation program should work
closely with entities supporting other national goals,
standards and measures for pubiic health.

Domains”
Aonitor health status and understand

health issues.
Protect people from health problems and
health hazards.
Give people information they need to
make healthy choices.
Engage the community to identify and
solve health problems.
Develop public health policies and plans.
Enforce public heaith laws and regulations.
Help people receive health services.
Maintain a competent public health
warkforce.
Use continuous quality improvement tools
to evaluate and improve the quality of
programs and interventions.

. Contribute to and appiy the evidence base
of public health.

i1, Govern and manage health department
resources {including financial and human
resources, facilities, and information
systems).

*  See Appendixz B (page 24} for examples of
stundards and medsures,
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Careful consideration should be given to how standards
for health departments can be applied in an efficient,
non-duplicative and non-conflicting manner, and the
governing board should consider ways to use alternative
measures of meeting standards, £.g., when a standard
essentially has been demonstrated to have been met
through reporting requirements for contracts, or state or
federal grants.

CONFORBMITY ASSESSMEN
The conformity assessment process should begin with

PROCESS

et B

the health department undertaking training and a
readiness review. If the health department determines
that it is ready, it secures application materials and
completes a self assessment. The application should
include confirmation that the applicant’s elected official/
governing body supports the application. The applicant
submits its completed self assessment to the
accreditation staff who review it. When it is accepted as
complete, a site visit is arranged.

Applicants are expected to be in comptiance with all
domains for each program offered. Performance
assessment measurement will be applied on a sampling
basis to determine compliance.

A team conducts the site visit, writes a report, and makes
a recommendation based on the findings and the seif
assessment. There will be an opportunity for the
applicant to address any deficiencies that are noted.

The site visit team includes peers without conflicts of
interest and other subject matter experts/consultants, all

aulg SfCONS

of whom meet training and performance requirements of
the accrediting entity.

Accreditation
Staff Review

Accreditation
Team Site Visit

The governing board reviews the recommendation and
votes on whether to award accreditation status. Asa
result of the assessment, the applicant may be fully
accredited, conditionally accredited, or not accredited. if
the applicant is conditionally accredited, it should be
given a specific length of time to improve performance

as required to achieve full accreditation status.

If an applicant doesn’t agree with a decision made on a
waiver request or during the accreditation process (e.g.,
it believes it should have a different status or met a
certain standard that the reviewers determined they did
not meet or partially meet), it should be able to appeal

to an appeals board.

The accrediting entity should offer pre-gqualifying
preparation assistance that inciudes the orientation of
applicant staff to the accreditation process, provision of
readiness review and self-assessment tools that are
developmental in design and use, and references for
available consultation on avenues to meeting and

exceeding standards.

If the accrediting entity learns about an applicant not
meeting a standard or requirement after the applicant
has been accredited, the accrediting entity should be
responsible for investigating and determining whether or
not the accreditation status should be revoked. Health
departments that lose their status should be permitted to
re-apply after a period of time.

Final

ey Appeals Process
Determination Pt

£

Recommendations

Report
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Financing the development and operation of the
accreditation program can be considered in three
phases. In the initial development phase, a consortium
of funders interested in promoting public health
improvement should be sought to fund the start-up
organization itself. In the initial operating phase,
funding shouid be a mix of direct support from funders
for operations and revenue from services, such as
applicant fees and training fees. Over time, more of the
funding shouid come from the applicants, assuring a
customer focus in the accreditation program. in full
operation, the goal is for the accreditation program to be
self-sustaining with reasonable fee revenues from the
application fees and accredited departments. Support
for applicant fees could still come from other sources.
The accreditation program should advocate for and
promote incentives and capacity building in health
departments.

Mﬂ e

The goal of the start-up phase should be to maximize
the credibility of the accrediting entity and its cost-
effectiveness. It will be important to simplify processes
wherever possible to promote efficiency for the
applicants and accrediting entity. The principal start-up
activities should inciude securing leadership, negotiating
contracts with vendors and consultants, developing the
standards, creating the assessment process, developing
information systems, and conducting beta tests or pilot
programs. Other start-up activities, such as marketing to
applicants and potential funding sources, managing an
application process, recruiting and training site visitors,
and managing the assessment process through an initial
round can be tailored to the number of applicants
expected.

The incorporators should finance the initial legal work to
establish the non-profit corporation, provide in-kind
services to refine the business plan, and work with a
consortium of grant-makers, government agencies, and
crganizations of state and local health departments to
finance the start-up of the voluntary national
accreditation program.

Potential private sector funders include grant-making
organizations promoting health care quality
improvement, public heaith performance improvement,
and general government improvement. Within the
government sphere, the U.S. Department of Heaith and
Human Services agencies {Agency for Healthcare
Research and Quality, Food and Drug Administration,
and Centers for Medicare and Medicaid Services as well
as CDC and Health Resources and Services
Administration) are most important, but the
Environmental Protection Agency (environmental heaith,
toxicology), the Department of Agriculture (food safety
and WIC), and the Department of Homeland Security
{bioterrorism response and emergency management
response) should be interested in promoting continuous
quality improvement through accreditation. The
financing plan should recognize that sponsoring
organizations and health departments could be willing to
provide in-kind contributions and volunteer services.
Examples include providing space and equipment,
volunteers serving on committees, assisting in the
recruitment of funders, and/or assisting in training and
peer review.
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On-goeing operations costs include those related to
maintaining the standards, training and supervising the
site visit teams, administering and evaluating the
program, maintaining the supporting information
systems, and promoting research.

Operations should be funded in part by the applicants,
with other funding sources to decrease the burden on
them. Having applicants help pay for the accreditation
operation increases the connection between the costs
and the value to the target market. Additionally,
applicant fees for a voluntary program build in cost
control signals for the operation and help keep cost
containment a high priority.

The application fee should be designed to offset the
accrediting entity’s costs. Working with states and
federal agencies, the accrediting entity could support
plans for treating fees as allowable costs or indirect costs
in grants and contracts, subsidizing fees of health
departments, etc. The accrediting entity also should
work with applicant heaith departments to support
budget requests for funding accreditation applications by
providing data on the cost-effectiveness and value of
accreditation.

Other funding sources may include organizations at the
national, state and local level that seek to promote
performance improvement and continuous quality
improvement in public health services, and organizations
that use information about performance and quality in
decision-making. The accrediting entity should work
with federal agencies to consider appiication fees and
health department accreditation costs (self-assessment,
site visit, training, and other direct costs) as allowable
costs in grants, reimbursement fees for services, contracts
and cooperative agreements.

Affordability of fees is critical to success, particularly
when the value of a voluntary national accreditation
program is being established. Affordability should be
measured by the actual fees charged, by the cost of the
process to the applicant, and by the perceived cost-
effectiveness of the operation.

The fees and the costs of becoming accredited should be
commensurate with the value of accreditation to the
applicants. The costs of the accreditation program’s
operation should be commensurate with the value of
accreditation to the pubiic’s health and to the sponsoring
agencies.

The accrediting entity should design:

» A streamlined accreditation process making
maximum use of electronic data exchange.

® Standardized formats that can also meet the
needs of funding agencies and other oversight
bodies.

€ Goal-directed self-assessment and site visit
assessment procedures.

= An orientation to the accreditation process for
applicants.

Benchmarks and best practices for completing the
application and conducting the self-assessment should
be made available in the pre-application orientation,
providing guidance on cost-effective ways to complete
the processes and assisting applicants in controlling
costs. Providing sample policies from high performing
agencies, setting guidelines on the maximum length of
documentation, and providing for the use of existing
data formats to submit information are other techniques
to control applicant costs.

The accrediting entity should establish its architecture to
control costs. Volunteer committees should be used to
develop and maintain the standards, with significant
participation by accredited state and local public health
departments and academics. The standards and
benchmarks used in accreditation should be simple, not
complex. The accreditation cycle should be reasonably
long, using interim data submissions and targeted
follow-up on improvement plans to assure on-going
attention to transforming public health departments into
high performing, continuously improving organizations.

in the initial development and operation phases, in-kind
contributions, volunteer services, and contractual services
should be highly valued by the accrediting entity, but
there also should be sufficient investment in training and
supporting site review teams to assure standardized
assessments and efficient administration. As the
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program develops and the number of accredited public
health departments grows, the accrediting entity should
reassess the balance of volunteer, in-kind, and
contractual services to assure continuing cost-
effectiveness.

The accrediting entity should provide services to
encourage cost controls in accreditation processes at the
applicant level. It also should work with state and local
public health departments, designing its assessment
processes to streamline the applicant’s work while
maximizing the value of the self-assessment, data
collection, site visit, and feedback activities. Moreover,
the accrediting entity should collect and aggregate data
on the costs of the accreditation process, including costs
to applicants. These data should be available to
applicants for benchmarking their costs and identifying
potential cost controls. Finally, making use of a
recognition/approval process through which existing
state-based programs could demonstrate conformity with
national standards is another way to keep costs down.

INCENTIVES

When surveyed, public health leaders identified quality
and performance improvement, consistency among
health departments, and recognition by peers as the
most important benefits of accreditation. in the
developmental phases of the voluntary national
accreditation program, incentives should be uniformly
positive. incentives should include the following:

Among state and local public health departments there is
a high value placed on performance improvement and
continuous quality improvement. A successful

process that supports these goals.

A successful accreditation program should be credible
among governing bodies and recognized by the general
public, providing accountability to the public, funders
and governing bodies (legislatures and governors at the
state/territorial level; tribal governments; and boards of
health, county commissions, city councils, and officials at
the local level). The accrediting entity should establish

an information program which promotes the value of
accreditation to the public and key stakeholders.
Accredited public health departments shouid receive
rights to use credentials in promoting their work to their
constituencies and in seeking access to grants, contracts,
and reimbursement preferences. The accrediting entity
should provide documentation, promotional materials
for customized use, and specialized support to accredited
public health departments. In addition, the accrediting
entity should maintain an active program promoting the
value of gquality and performance improvement in public
health and the role of accreditation in encouraging and
documenting continuous improvement in public health
departments.

To encourage state and local public health departments
to seek accreditation, the accrediting entity should
provide assistance for the application process as detailed
under “Conformity Assessment Process” (page 12). The
accrediting entity also should work with potential funders
to develop scholarship programs and encourage peer-
consulting services for departments needing assistance in
specific domains. There should be no penalty (other
than expended costs and fees) for terminating the
application process during the pre-gualification process
or before an accreditation decision is reached.

The accrediting entity should partner with public health
organizations, foundations, and governmental agencies
to promote incentives for accredited public health
departments.

These can include:
*  Access to funding support for quality and
performance improvement.

= Access to funding to address gaps in
infrastructure identified in the accreditation
process.

*  Opportunities to pilot new programs and
processes based on proven performance levels.

=  Streamlined application processes for grants and
programs.

= Acceptance of accreditation in lieu of additional
accountability processes.

S -
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Accreditation also has been shown to enhance
recruitment and retention of a high quality work force
through reputation and an enhanced working
environment.

The accrediting entity should maintain active support for
continuous quality improvement among accredited
public health departments. The components of this
transformational practice support program may include
in-person and Web-based services, best practices
exchange, peer-group data exchange and analysis, and
similar resources. Leadership awards may be developed
as the accreditation program matures.

PROGREAM EVALUATION

A logic model has been developed to serve as the
framework for evaluation of a voluntary national
accreditation program (see Appendix C, page 26).
Evaluation of the program should be highly emphasized
throughout the process of planning, development and
implementation. The associated costs need to be
factored into the program’s budget.

Furthermore, the accrediting entity should determine
from the outset and in a transparent way which
evaluation results will be kept confidential and which will
be shared publicly or made available to researchers and
others. The evaluation plans should be flexible enough
to be implemented by many different organizations

i.e., the national accreditation program doesn’t have the
monopoly on data or evaluation). In addition, quality
data collection is critical, and data should be collected in
a standardized way that allows it to be integrated with
data from other systems.

Aspects of the program to evaluate include those
described as follows.

= Is the accrediting entity appropriately staffed
and are staff members performing welil?

*  Does the accrediting entity use results of
evaluation to improve the accreditation
program?

+ s the financial performance meeting the goals
set by the governing board?

How much staff time (from both applicant and
accrediting entity) is required to complete the

accreditation process?

Are the required activities for each step of the

accreditation process clear and

understandable to all participants?

How useful are the various types of training
and technical assistance?

How many agencies are participating in the
accreditation process and what are their
characteristics?

How satisfied are participating agencies with
the accreditation program?

Are the standards appropriate? Do they need
to be changed?

Are the standards and measures reliable and
valid?

What improvements in agency performance
have resulted from participation in the
accreditation program?

Is the accreditation process capturing data to
support key research questions?

Does the accreditation program have policies
and processes in place to support the use of
accreditation data by researchers?

Is the accreditation program perceived as
credible by potential applicants and decision
makers?
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IMPLEMENTATION

The Steering Committee has developed a recommended
model to serve as a framework around which a voluntary
national accreditation program could be built. The
details of implementing this program have been
intentionally ieft to the leaders who take on the
challenge of developing the accrediting entity.
Implementation would be a multi-year process, and it
would be important to maintain momentum around
performance improvement activities during that time.

Implementation activities would include:
s  Establishing a governing board.
»+  Developing a detailed business plan.

=  Selting up an organization and engaging in the
start-up activities.

*  Getting “agreed upon” standards in place.

¢ Undertaking beta testing or pilot testing to
develop the processes.

«  Phasing-in accreditation activities in an orderly
fashion.

This multi-year process will allow adjustment of the
voluntary national accreditation program to make it
more successful in promoting pubilic heaith performance
and improved community heaith outcomes, and to
increase the cost-effectiveness of the operation.
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MEXT STEPS

The Planning Committee has received these
recommendations, and will share them with their
organizations for potential action. The Planning
Committee will also share these recommendations with
the Robert Wood Johnson Foundation and the Centers
for Disease Control and Prevention, both of whom
funded this effort. In addition, these recommendations
are available to members of all participating
organizations.

A full report is under development and will be released in
the Fall. The full report wiil include a detailed
methodology, a description of the business case, a
research agenda to further support the success of a
voluntary national accreditation program as a tool to
improve public health, and a full summary of the public
comment. The full report will be posted on the project
website, and members of the organizations represented
on the Steering Committee will be notified when it
becomes available.

Preliminary outreach efforts have indicated some interest
and support from county commissioners, mayors, state
legislators and governors’ health policy advisors. Another
next step will be to continue to work to engage these
groups in the establishment of a voluntary national
accreditation program.
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EXAMPLES OF STANDARDS AND MEASURES




The following standards and measures are meant to
provide examples of what might be used in a voluntary
national accreditation program. These examples are
based on NACCHO’s Operational Definition, the National

Public Heaith Performance Standards Program State
Instrument, and the Washington State Public Health

improvement Plan.

5TATE

LOCAL

Collaborate with public and private laboratories,

Maintain access to laboratory expertise and

outbreak response, and there is a current list of
labs having the capacity to analyze specimens.

Standard which have the ability to analyze clinical and capacity to help monitor community health
environmental specimens in the event of suspected | status and diagnose and investigate public
exposures and disease outbreaks. health problems and hazards.

Written procedures describe how expanded lab Has current list of available labs and current

Measure capacity is made readily available when needed for | written protocols and/or guidelines for

handling clinical and environmental
laboratory samples.

CSTATE

LOCAL |

Standard

identify the public health workforce (the workforce
providing population-based and personal health
care services in public and private settings across
the state) needs of the state and implement
recruitment and retention pelicies to fill those
needs.

Yecruit, train, develop, and retain a diverse staff.

Measure

Personnel in reguiated professions are assessed to
assure that they meet prescribed competencies
including certifications, licenses, and education
required by law or recommended by local, state, or
federal policy guidelines.

Workplace policies promoting diversity and cultural
competence, describing methods for compensation
decisions, and establishing personnel rules and
recruitment and retention of qualified and diverse
staff are in place and available to staff.

STATE

LOCAL

Standard

Evaluate the effectiveness and quality of all
programs and activities and use the information
to improve performance and health outcomes.

Evaluate the effectiveness and quality of all
programs and activities and use the information
to improve performance and health outcomes.

Measure

There is a planned, systematic process in which all
programs and activities, whether provided directly
or contracted, have written goals, objectives, and
performance measures. Program performance
measures are tracked, the data are analyzed and
used to change and improve program activities
and services and/or revise curricula/materials.

There is a planned, systematic process in which all
programs and activities, whether provided directly
or contracted, have written goals, objectives, and
performance measures. Program performance
measures are tracked, the data are analyzed and
used to change and improve program activities
and services and/or revise curricula/materials.

E
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LOGIC MODEL
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CLOBSARY

Accreditation — (1) the development of a set of
standards, a process to measure health department
performance against those standards, and some form of
reward or recognition for those agencies meeting the
standards. (2) the periodic issuance of credentials or
endorsements to organizations that meet a specified set
of performance standards. (3) A voluntary conformity
assessment process where an organization or agency
uses experts in a particular field of interest or discipline
to define standards of acceptable operation/performance
for organizations and measure compliance with them.
This recognition is time-limited and usually granted by
nongovernmental organizations.
1 — EA project definition
2 - Lee Thielen
3 - Michael Hamm

Accountability — the principle that individuals,
organizations and the community are responsible for
their actions and may be required to explain them to
others.

Benclymark — a standard established for anticipated
resuits, often reflecting an aim to improve over current
levels.

Beta resting {(pilof testing) — allowing organizations to
use a new product before it is officially launched.

Capacity — resources and relationships necessary to carry
out the core functions and essential services of public
health; these include human resources, information
resources, fiscal and physical resources, and appropriate
relationships among the system components.
~ Bernard Turnock, Public Health:
What it Is and How It Works

Conformity assessment - the determination of whether
a product, process, or service conforms to particular
standards or specifications. Activities associated with
conformity assessment may inctude testing, certification,
accreditation, and quality assurance system regulation.

- Michael Hamm

Conditional accreditation — a rating that an
organization receives when a number of standards were
scored ‘'not compliant’ at the time of the onsite survey.
~ joint Commission on Accreditation of
Healthcare Organizations (JCAHO)

34

Continuous guality improvement — an ongoing effort
to increase an agency’s approach to manage
performance, motivate improvement, and capture
lessons learned in areas that may or may not be
measured as part of accreditation.

— Public Heaith Foundation (PHF)

Core standards — the fundamental activities or group of
activities, so critical to an organization’s success that
failure to perform them in an exemplary manner wiil
result in deterioration of the organization’s mission.

Customer — the person or group that establishes the
requirement of a process and receives or uses the
outputs of that process, or the person or entity directly
served by the organization.
— Serving the American Public: Best Practices
in Performance Measurement

{zmiales — a broad area having some common

characteristics and for which criteria and standards are

specified for assessing performance in that domain.
—Michael Hamm

Eyvatuation - Systematic approach to determine whether
stated objectives are being met.
-Brownson, RC, Baker FA, and Novick, LE Community-
based Prevention: Programs That Work. Gaithersburg,
MID3: Aspen Publishers, Inc. 1999

tmpact — the total, direct and indirect, effects of a
program, service or institution on a health status and
overall health and socio-economic development.

peasure ~ a statement of quantification/qualification/
action to reach a desired condition/state of affairs; the
means of determining compliance with a standard.

Example: The number of trained epidemiologists
available to investigate outbreaks (capacity measure).

Example: The percentage of notifiable diseases reports
submitted within the required time lines (process
measure).

Example: Percentage of disease outbreaks that are
controlled and contained before deaths or disabling
conditions occur {outcome measure).




Cutcame — (1) the desired result of a service or program;
(2) indicator of health status, risk reduction, and quality-
of-life enhancement. For the purposes of the Exploring
Accreditation project, short-term outcomes are defined
as results that are achieved in 1 year; results of
intermediate outcomes are achieved between 2-5 years;
and results of long-term outcomes are achieved between
5-10 years.

— (2) Bernard Turnock, Public Health:

What It Is and How it Works

Performance standard — a generally accepted, objective
form of measurement that serves as a rule or guideline
against which an organization’s level of performance can
be compared.
- Guidebook for Performance Measures
Turning Point Program

Performance Improvement/
Quality improvement — Systematic processes of
designing and developing cost-effective and ethically-
justifiable methods to address performance gaps or
improve products; implementing processes, procedures,
and/or interventions in order to obtain better results;
and/or evaluate financial and non-financial findings i
order to improve efficiency in obtaining results. Quality
improvement contains the element of “doing the right
thing” while performance improvement is focused on
doing what we are doing “better.”

- From Silos to Systems Turning Point Program

Ressarch - A systematic investigation, including research
development, testing, and evaluation, designed to
develop or contribute to generalized knowledge.
-United States Department of Health and Human
Services. Healthy People 2010. Washington, DC: US
Department of Health and Hurman Services, 2000

aaniard

— a desired condition/state of affairs, and must
be actionable, attainable, and measurable.
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overnmental public health
departments are responsible
for creating and maintaining
conditions that keep people healthy.
At the local level, the governimental
public health presenm or “local

#
health department,” can take many
forms.' Furthermore, each

community has a unigque “public

health system” comprising individuals

and public and private entities that
are engaged in activities that affect
the public's health.

Regardless of its governance or
structure, regardless of where specific
authorities are vested or where
particular services are delivered,

veryone no maﬁer wberﬁ t'hey §§ve
hea;‘.h department to meet certain
standards.?

A FUNCTIONAL LOCAL HEALTH
DEPARTMENT:

Understands the spedfc health
issues confronting th
community, and how physécai,
behavioral, environmental,
social, and economic conditions

affect them.

Investigates health problems and
health threats.

Prevents, minimizes, and contains
adverse heatth effects from
communicable diseases, disease
outbreaks from unsafe food and
waler, chronic diseases,

environmental hazards, injuries,
and risky health bemaw"“

Leads planning and response
activities for public health
emergencies.

other local

Collaborates wit
responders and with state and
federal agencies fo intervene in
other emergencies with public
health significance {e.q., natural

programs.

Engages the community to
address public health issues.

Develops partnerships with public
and private heaithcare providers
and institutions, community-
based organizations, and other
government agencles {e.q.,
housing authority, criminal
justice, education) engaged in
services i .u* aﬁect health to
collectively identify, alleviate, and
act on the sources of public
health problems.

18
y id
e

Coordinates the public heaith
system’s efforts in an intentional,
non-competitive, and non-

duplicative manner.




Addresses health disparities.
Serves as an essential resource for
local governing bodies and
policymakers on up-to-date
public health laws and policies.

Provides science-based, timely,
and culturally competent health
information and health alerts to
the media and o the community.

Provides its expertise to others
who treat or address issues of
public heaith significance.
Ensures compliance with public
health laws and ordinances,
using enforcement authority
when appropriate.

Employs well-trained staff
members who have the necessary
resaurces to implement bes
practices and evidence-based
pmgrams and interventions.

Facilitates research sfforts, when
approached by researchers, that
benefit the community.

Uses and contributes to the
evidence base of public health.
Strategically plans its services and
activities, evaluates performance
and outcomes, and makes
adjustments as needed 1o
continually improve its

yv.be jocalhv
!:zsverreesi part S? a reglon r‘r district be
anolfice cr anadministrative unit of the
“state health ciepar*mem or.a hybnd of
these: ;

cﬁ&.ia;\'ﬁﬁ{‘:iﬁ, enhance the

community’s health status, and

meet the community’s

2508 "Locat Hea‘;tj‘; Department
Standards,” Paget 4 through 9, for further
aescription of the functions captured in
this definition.

sy angd O

expectations.
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i focai heaith departments
{(LHDs),! as governmental
entities, derive their authamy
d responsibility from the state a
§Qca! laws that govern them.
Accordingly, ali LHDs exist for the
common good and are responsible
for demonstrating strong leadership
in the promotion of physical,
behavioral, environmental, social,
and economic conditions that
improve heaith and well-bsing;
prevent iliness, disease, injury, and
premature death; and eliminate
heaith disparities.? However, in the
absence of specific, consistent
standards regarding how LHDs fulfill
this responsibility, the degree to
which the public’s health is protected
and improved varies widely from
community to community.

These standards describe the
responsibilities that every person,
regardiess of where they live, should
reasonably expect their LHD to fulfill.
They have been developed within
nationally recognized frameworks?
and with input from public health
professionals and elected officials®
from across the country. The
standards provide a framework by
which LHDs are accountable to the
state health department, the public
they serve, and the governing bodies
(e.g., local boards of health, county

commissioners, and mayors) to which
they report.

In meeting the

standards, LHDs employ strategies
that are evidence-based and informed
by best practices, and they operate
according to the highest level of
professionalism and ethics to inspire
pubiic confidence and trust.

A number of factors contribute to the
variability of how LHDs operate;
specifically capacity, authority,
respurces, and composition of the
focal public health system:

The LHD may have the capacity
to perform all of the functions on
its owrny; it may call upon the
state to provide assistance for
some functions; it may develop
arrangements with other
organizations in the community
or with neighboring LHDs to
perform some functions; or it may
control the means by which
other entities perform some
functions.

Government agencies other than
the LHD may have the authority
to perform services that affect
public health.

Resources for public health may
be housed in a different agency.

Each LHD jurisdiction is served by
its own unigue public health
system: public and private healith
care providers, businesses,
community organizations,
academic institutions, and media
outlets that all contribute to the
public’s health.




As a result of thase differences, how
LHDs meet the standards—whether
they directly provide a service, broker

particular capacities, or otherwise

ensure that the necessary work is
being done—will vary. Regardiess of
its specific capacity, authority, and
resources, and regardless of the
particular local public health system,
the LHD has a consistent
rasponsibility to intentionally

and lead efforts to meet the
standards.

The standards are a guide to the
ndamental responsibilities of LHD
allowing for varied structural
characteristics of LHDs {e.q.,
governance, staffing patterns, size of
the population served, etc.), and
recognizing that each LHD may have
other duties unique to meeting the
public health needs of the community
it serves. Several states have
developed, or are in the process of
developing, state-specific standards
for LHDs, and the National Public
Health Performance Standards
Program {(NPHPSP) includes standards
for local public health systems.
NACCHO analyses of several state
initiatives and the NPHPSP have
shown a high level of consistency
between these efforts and NACCHO's
nationally-developed standards.

W

¢

Currently, not all LHDs have the
capadcity to meet the standards. Many
concerns have been raised regarding
the costs of developing the capacity,
and the implications for LHDs that do
not meet the standards. 1t is difficult
to anticipate costs, and it is equally
important to understand that
improvements in capacity can be
made in the absence of new
resources. NACCHO is committed to
coltecting and sharing models of
tHDs and LHD arrangements to
demonstrate various means (o
erihance local governmental public
health capacity. Furthermore,
NACCHO is currently participating

a national dialogue on

establish a voluntfary national
accreditation system for state and
local health departments,® and is
supportive of such an effort.® The
results of this dialogue may generate
implications for LHDs not meeting the
standards.

(SRS

NACCHO urges LHDs to embrace
these standards both as a means of
working with their state health
departments, communities, and
governing bodies to develop a more
robust governmental public health
capacity, and as a means of holding
themselves uniformly accountable to
the public they serve.
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Monitor health status and
understand health issues facing
the community.

Obtain and maintain data that
provide information on the
community’s health (e.q., provide
immunization rates; hospital
discharge data; environmental
health hazard, risk, and exposure
data; community-specific data;
number of uninsured; and
indicators of health disparities such

as high levels of poverty, lack of
affordable housing, limited or no

access to transportation, etc.).
Develop relationships with local
providers and others in the
community who have information
on reportabie diseases and other
conditions of public health interest
and facilitate information
exchange.

. Conduct or contribute expertise to

periodic community health
assessments,

integrate data with health
assessment and data collection
efforts conducted by others in the
public health system.

Analyze data to identify trends,
health probiems, environmental
health hazards, and social and
economic conditions that adversely
affect the public’s health.

{ HEAIYH Cv“?l,.snﬁ

i+ Prevent,

Protect people from health
problems and healith hazards.

Investigate health problems and
environmental health hazards.

vinimize, and contain
adverse health events and
conditions resulting from
communicable diseases; food-,
water-, and vector-bome outbreaks;
chronic diseases; environmental
hazards; injuries; and health
disparities.

. Coordinate with other

governmental agencies that
investigate and respond to health
problems, health disparities, or
environmential health hazards.

L

planning, exercises, and response
es in the community in

accordance with the National
incident Management System, and
coordinate with other local, state,
and federal agencies.

; participate in plan

Hng,
exercises, and response activities
for other emergencies in the
community that have public health
implications, within the context of
state and regional plans and in a
manner consistent with the
community’s best public health
interest.

Maintain access to laboratory and
biostatistical expertise ar*d capacity
ity health

to help monitor comy

status and diagno
investigate i}”%}‘éﬁ s‘"sz:tn*n probiems

and hazards.

Maintain policies and technology

required for urg

communications and electronic
data exchange.




= Promote the community’s

Give people information they
need to make heaithy choices.

:. Develop relationships with the
media to convey information of
public health significance, correct
misinformation about public
health issues, and serve as an
essential resource.

Exchange information and da

with individuals, commumty
groups, other agencies, and the
general public about physical,
behavioral, environmental, social,
economic, and other issues
affecting the public’s health.
Provide targeted, culturafly-

appropriate information to help
individuals understand what

decisions 'they can make to be
healthy.

. Provide health nromcﬁon

programs to address identified
health problems.

Engage the community to
identify and solve health
problems.

Engage the local public health
system in an ongoing, strafegic,
community-driven, comprehensive
planning process to identify,
prioritize, and solve public health
problems; establish public health
goals; and evaluate success in
meeting the goals.

3

understanding of, and advocacy
for, policies and activities that wili
improve the public’s health.

Support, implement, and evaluate
strategies that address public

health goals in parthership with
public and private organizations.

o Develop partnerships to ganerate

interest in and support for
improved community health status,
including new and emerging
public health issues.
mmi

inform the community, govery ’“g
el

bodies, and elected officials about
governmental public health
services that are being provided,
improvements being made in
those services, and priority health
issues not yet being adequately
addressed.

Develop public healith policies
and plans.

. Serve as a primary resource to

governing bodies and
policymakers to establish and
maintain public health policies,
practices, and capacity based on
current science and best practices,
Advocate for policies that lessen
health disparities and improve
physical, behavioral, environmental,
social, and economic conditions in

the ccmmunity that affect the
nublic’s health

i health,

pub
. Engage in LHD strategic planning

to develop a vision, mission, and
guiding principles that reflect the
community’s public health needs,
and to prioritize services and
programs.
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Enforce puhhr heaith laws and

regulations.

. Review existing laws an

regulations and work with
governing bodies and policy-
makers to update them as needed.
Understand existing laws,
rdinances, and regulations that
protect the public's health.
Educate individuals and
organizations on the meaning,
purpose, and benefit of pubiic
health laws, regulations, and
ordinances and how to comply.

i, Monitor, and analyze over time, the

compliance of regulated
organizations, entities, an
individuals

Conduct enforcement activities.
Coordinate notification of violations
among other governmental
ageraes thas enforce laws and

Help people receive health
services.

z. Engage the community o identify

gaps in culturally-competent,
appropriate, and eguitable
personal health services, including
preventive and heaith promotion
services, and develop strategies (o
close the gaps.

% Support and implement strategies

mple
{o increase access to care and

establish systems of personal health

services, including preventive and
health promotion services, in
parinership with the commun
Link individuals to available,

gocessible personal healthcare

providers { medical home).

[

Maintain a competent pubiic
health workforce.

% Recruit, train, develop, and retain a

diverse staff

Evaluate LHD staff members’ public
health compeiencies,” and address
deficiencies through continuing
education, training, and leadership
development activities.
Provide practice- and compe
based educational experiences for
the future public heaith workforce,
and provide expertise in
developing and teaching public
health curricula, through
partnerships with academia.
Promote the use of effective public
health practices among other
practitioners and agencies
engaged in public health
interventions.

Provide the public heaith workforce
with adequate resources to do
their iobs.

= Develop evaluation efforts to assess
heaith outcomes to the exient
possible.

Apply evidence-based criteria to
evaluation aC’{s;‘va‘i s where

e
re:&ﬁ
o (7]
= i
<&§Z,.
o o
”"3’
DB
-
Ii
L e
o,
Tz
2o
A
A
N O
3
in 3
D L
=5
ol




activities and use the infor
to improve LHD performance and
community health outcomes.

Z. Review the effectiveness of public
health interventions provided by
other practitioners and agencies
for prevention, containment, and/
or remediation of problems
affecting the public’s health, and
provide expertise fo those
interventions that need
improvement.

3
[}
=,
3

Contribute to and apply the
evidence base of public
heaith.

When researchers approach the
LHD to engage in research
activities that benefit the health of
the community,
Identify appropriate
populations, geographic areas,
and partners;

.. Work with them to actively
involve the community in all
phases of research;

il Provide data and expertise to
support research; and,

- Facilitate their efforts to share
research findings with the
community, governing bodies,
and policymakers.

Share results of research, program
evaluations, and best practices
with other public health
practitioners and academics.
Apply evidence-based programs
and best practices where possible.

L LHDs whils the NPHPSP addresses the public

Lirkages between Academia ap

" Forthe purposes of these standards, an LHD.
is defined as the governmantal public health

* presence at thejotal level it may bezlocally

governed health department; abranchof the
state health department, a statescreated

districtorregion, 2 departiment governed by
“Land serving a multi-county area; ot any other

arrangement thathasgovernmental authority
and is responsible for public healthfunttions
atthedocal level o

-7 For the purposes of this docurnent, “health -
disparities” refer to differences in populations’

health statusthat are avoidableand canbe
changed. These differences canresult from
social and/or economic conditions, as well as
public policy. Examplesindude situations
whiereby hazardous waste sites are located in.

‘poor commiunities, therefs alackof
“affordabile Hotsing, and there s limitedorno.

socessto transportation: These and other

' tactors adversely affect population health. e

Essential PUblic Health Services, whichrhave
bean reworded to more acctratety reflect the
spedific LHD rofes and responsibifities refated:
toeach ::ztegary; Inadd ition, these standards.
are consistentwith the National Public Health
Performance Standards Program (NPHPSP),
serving to specify the role of governmental

health systemasa whole.

“This includes those from local health
departments; local boatds of health, state
health departments, and federal public heaith

“agencies: as wellascoun ;}; COMISSIONGES,

mayors, state legisiators, and gubernatotial
naalth advisors. : §

Swwwexploringaccreditation.org

SENACCHO Resolition 0406 Turther desaribes

NALCHO'S stance on accreditation:

7 Asdefined by the Core Public Health

Competendies developed by the Councilon

o
ey
c
3
fal
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ublic health professionals and
the communities they serve
deserve a common set of
expectations about local health
departments (LHDs). More than 600
governmental public health
professionals and local and state
officials representing 30 different
states contributed to this definition,
which wiil be a living document.

By describing the functions of LHDs,
the definition will help citizens and
residents understand what they can
reasonably expect from governmental
public health in their communities.
The definition also will be useful to
elected officials, who need 1o
understand what LHDs do and how
o hold them accountable. And, the
definition will aid LHDs in obtaining
their fair share of resources.

NACCHO's first step is education and
communication about the definition
with LHDs, local boards of health,
state health departments, federal
public heaith agenices, and local and
state elected officials. Metrics will be
developed to allow LHDs to measure
their progress in achieving the
standards.

NACCHO will also gather examples of
how LHDs use the definition. The
Exploring Accreditation project will
examine the use of the standards as
the basis for a voluntary national
accreditation systern for LHDs of all
sizes and structures,

LHDs can use the definition and
standards to assess local efforts,
measure performance, expan
functions, enhance activities, and
communicate about the role of local
public health to their governing
bodies, elected officials, and
community.

NACCHO has developed a set of three
fact sheets describing the role of local
public health and 2 communications
toolkit as part of this project. Both
the toolkit and the fact sheets are
available on NACCHUG's Web site (see
the following column). We encourage
LHDs to downioad the fact sheets and
communications toolkit.




Finally, your experiences with the
definition will Inform and help shape
the impiementation phase of this
effort. Please submit examples of
how LHDs have met the definition
{particularly those involving the
development of shared capacity and/
o resources), applied the tools in the

communications toolkit, or otherwise
used the definition or related
materials.

You can find additional materials and
submit examples online at:

For more information about this
project, please contact
NACCHO at {202) 783-5550
and ask to speak with the
Operational Definition program
manager, or e-malil

operationaldefinition@naccho.org.

Funding for this project was provided by
the Robert Wood

the Centers for Disease Control and

Johnson Foundation and

Prevention {under cooperative agreement
US0/CCH302718). The contents of this
document are solely the responsibility of
the authors and do not necessarily
represent the official views of the sponsors.
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Introduction and

>

ey Findings

ven though America spends more than $2 trillion annually on health care -~

4 more than any other nation in the world -- tens of millions of Americans

suffer every day from preventable diseases like type 2 diabetes, heart disease, and

some forms of cancer that rob them of their health and quality of life.’

Keeping people healthier is one of the most
effective ways to reduce health care costs.
This study, which was developed through a
partnership of the Trust for America’s
Health (TFAH), The Urban Institute, The
New York Academy of Medicine (NYAM), the
Robert Wood Johnson Foundation (RW]F),
The California Endowment (TCE), and
Prevention Institute, examines how much
the country could save in health care costs if
we invested more in disease prevention,
specifically by funding proven community-
based programs that result in increased levels
of physical activity, improved nutriion (both
quality and quantity of food), and a reduc-
tion in smoking and other tobacco use rates.

The researchers found that if the country
reduced type 2 diabetes and high blood pres-
suve rates by 5 percent the country could save
more than $5 billion in health care costs; also
reducing heart disease, kidney disease, and
stroke prevalence by 5 percent could raise the
savings to more than $19 billion; and with addi-
tional 2.5 percent reductions in the prevalence
of some forms of cancer, chronic obstructive
pulmonary disease (COPD) and arthritis sav-
ngs could increase to more than $21 billion. A
review of a range of evidence-based studies
shows that proven community-based disease

prevention programs can lead to improve-

US. Total
ROl ‘

$2,848,000,000 |
—

ments in physical activity, nutrition, and pre-
venting smoking and other fohacco use can
lead to reductions of type 2 diabetes and high
blood pressure by 5 percent in one {o 2 years;
heart disease, kidney disease, and stroke by 5
percent in 5 years; and some forms of cancer,
COPD, and arthritis by 2.5 percent in 10 to 20
years. According to the literature, the per capi-
ta cost of many effective community-based pro-
grams is under §10 per person per year.

Therefore, TFAH conciudes that an invest-
ment of $10 per person per year in proven
commumity-based disease prevention pro-
grams could yield net savings of more than
$2.8 billion annually in health care costs in one
to 2 years, more than $16 billion annually with-
in 5 years, and nearly $18 billion annually in 10
to 20 years (in 2004 dollars). With this level of
investment, the country could recoup nearly
$1 over and above the cost of the program for
every $1 invested in the first one to 2 years of
these programs, a refurn on investment (ROI)
of 6.96. Within 5 years, the ROI could rise to
5.6 for every $1 mvested and rise to 6.2 within
10 to 20 years. This return on investment rep-
resents medical cost savings only and does not
include the significant gains that could be
achieved in worker productivity, reduced
absenteeism at work amd school, and
enhanced quality of life.

10-20 Years o
| $18451000000
162 SR
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] ‘RO! campares the do,!lark-s‘““gn\fested in something to the b
'stment‘ ~ L

RO = (benefits of investment - amount invested)

amount mvested

o netsavings

cost of mterventeon

The researchers evaluated 84 swudies that
met their criteria to develop the assumptions
for the drops in disease rates and the costs of
the programs. To be included in the reviey,
the studies had to focus on:

1} Prevention programs that do not require
medical treatment;

)

Programs that target communities rather

than individuals; and

3) Evidence-based programs that have been
shown to reduce disease through improv-
ing physical activity and nutriion and
preventing smoking and other tobacco

use in cominunities.
Examples of the types of studies include
programs that:
8 Keep schools open after hours where chil-

iren can play with adult supervision;

# Provide access 1o fresh produce through

farmers markets;

B Make nutriious foods more affordable
and accessible in low-income areas;

B Require clear calorie and nutrition label-

ing of foods;

8 Provide young mothers with information
about how to make good choices about

nuirition;

# Offer information and support for peo-
ple trving to quit smoking and other

tobacco use; and
# Ruise cigarette and other tobacco tax rates.

Note: Additional examples can be found in
the Methodology Section and a full list of all
the studies is available in Appendix A:
Bibliography of the Literature Review.

To build the model, the rescarchers evaluated:

8 Which diseases
improving physical activity and nutrition

can be affected by

and preventing smoking and other

tohacco use;

# ilow eflective programs are at reducing
rates of disease;

B The range of estimated costs for these

types of programs;

8 The current rates of these diseases and
current annual costs for treating these

diseases; and

# The amount that could be saved if dis-
ecase rates were reduced based on the

estimates.

The project researchers built this model to
yield conservative estimates for savings -

using low-end assumptions for the impact of
these programs on disease rates and high-end




assurnptions for the costs of the programs. In
addition,

maodel are in 2004 dollars and do not include

the health savings costs in this

spending in nursing homes, which is signifi-
cant for these conditions. They also assumed
the programs would only result in a one-time
reduction in the prevalence of each disease.
For instance, they assumed type 2 diabetes
rates would only drop once even though the
programs would continue over time and it is
likely the rates would continue to drop as the
This
assumption helps take into account the possi-

programs condinued over the years.

bility that some people may backslide while

others may continue {o improve.

1-2 Years

The model also dees not take into account
potential savings for increases in worker pro-
ductivity, which could be significant. For exam-
ple, smoking-caused productivity losses cur-
vently total more than $90 billion per yeay, not
even including the losses from smokers taking
more sick days than nonsmokers.” Nor does it
take into account the effect of the prevention
programs on other health conditions that
might be reduced as a result of these interven-
tions (e.g., increasing exercise improves heart

health: as well as visk of njury due o falling).

For more details on the methodology, see

Section 4.

10-20 Years

“Medicare, U.S. Total | $487.000.000

Medicaid, U.S. Total

Other payers and
out-of-pocket,
U.S. Total

$1,991,000,000

zz% 000000 | $5.971,000,000

- $1,951,000,000 i $2,195.000,000

$370,000000

$9,380,000,000 ; $10,285,000,000
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+ ,ﬁz h hcmm care costs to the end of
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Bemg healthter throughout their lifetimes,
ese lr\d{VIdua:S riight avoid developing
cornplications or compounding conditions
. that may develop if they are less healthy
8., 8ain too much weisht, are physically
active, or pract;ce poor nutrition).

recent study by Lakdawalia, Goldman, and
Shang in Health Affairs demonstrated that obese

; eof, studies !aokmg at the potentsai cost-
_ savings for prevention programs and noted
 that ¢ ‘stucnes have concluded that preventing
ess can in some cases save money but in
< her cases can add to heaith care costs.”®

. There are 3 types of prevention: primary, sec-

_ ondary, and tertiary. Prirmary prevention
 involves taking action before a problem arises in
‘ 'der to avo:d it enur'e}y raﬂwer than treatlng or

ic acid; and protection from carcmo-
secmd-. .mn,d tcbaccc Mo

Obese peaple also have “fewer dssab;htyiree life
years and experience higher rates of d;abetes
‘hypertension, and heart disease.”

: Aiso studies have found that smoxers

and non bese péa'pie ha\?e‘ similar life expectan—

quagitj/ of Lfe i3

vention eﬁ‘orts resuit in cost~sa\fm

- “Secondary” prevent;on efforts, which

mjf food with spec:f ¢ nutrients, '

The TFAH médé is bas
,strategic iow-cest com

dies, but the heal €

son will be signifi cantfy hxgher than a
person over the course of a fifetime
higher « costs are not offset by reduced ong

AS one examp!e, a person who is obes
a higher risk for needing a knee rep!
ment. |f the obesity is prevented, the
- and cost -- for a knee repiacement m; y
:ﬂrgcsnthar .

yed

average, have s:gmﬁcant! hi; her ;bea

Many raccors mnuence whether sp :

'r*ed;ca! treatmenf or pharmace‘ **r' 5

condition or mrevent it from gettmg wor:

early detection and prompt intervention to
control a prob!em or d!sease and mms ni

effective if they ar e targatf—d to at
tions. In addition, the NEJM authors
edged that there are preyentxpn.pr‘
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ASSOCIATED WITH PHYSICAL INACTIVITY,
POOR NUTRITION, AND SMOKING AND
OTHER TOBACCO USE

Wj,

. iffi’(l%‘\f\fi\i T“AT éMPROVES THE HEALTH OF THE ENPLOYEE AND EXTENDS "‘“H’F L‘FE, A‘\XD;

ik‘,’”onto the consumer In additxon GM

America’s future economic well- being is inex-

tricably tied to our health. Helping Americans
stay healthier is the best way to dive down
health care costs and ensure our workforce is
competitive in the global economy.

The skyrocketing costs of health care are
hurting the U.S. economy. Health care costs
are more than 3 times higher than in 1990
and more than 8 times higher than in 1980,

Poor health is putting our economic securi-
ty in jecpardy. High health care costs are
undermining business profits, causing some
companies (o relocate jobs overseas where
costs are lower and productivity is higher.

AN WE P{}SS IBLY COMPETE IN THE GLOBAL 5{:{:55;{;},. 3
KIND OF &JRDEN"”” - .

— ANDY STERN, PRESIDENT OF THE SERVICE EMPLOVEES INTERNATIONAL UnioN (SEWJ}
IF WE CAN CREATE A HEALTH CARE PLAN THAT CONTAINS COSTS OR DRIVES THER

ﬁ}fﬂ D§ CAT ASTRQPH < ‘LiNESa AND DOESN T COST THEM ANY MC}RE ““QQM;Y kY

 WOULD ANYONE QUARREL WITH THAT PLANZH .
*f STEVEN BURD, CHigr ExeCt
 Gereral 'Motérs ‘(GM)'estimatyes it pays $1 500 p’ér car produced in'héaith care cover:

mp*oyees and retirees {more than it pays for steel), and these costs are
dasms that r;smg heaith care costs were‘a

TIVE OFFICER OF SAFEWAY

And if we invest more in keeping Americans
healthy, not only will we spare millions of
people from needless suffering, we will also
save the country billions of dollars.

Right now, however, America’s health care
system is set up to focus on wreating people
once they have a health problem. Some
experts describe this as “sick care” instead of

sealth care.

The country will never be able to contain
health care costs untl we start focusing on
how to prevent people from getting sick in
the first place, putting an emphasis on

improving the choices we make that affect

SECTION




cur risk for preventable diseases. Experts

widely agree that 3 of the most important

factors that influence our health are;
1) Physical activity;

2) Nutrition (including eating foods of high
nutritional value and in the right quanti-
ties); and

3) Whether or not we simoke.

be the ﬁrst generation to live shorter, Eess
rs of dec{mes smc:kmg fates have ieve:e

As a nation, if we develop strategies and pro-
grams that help more Americans become
physically active, practice good nutrition,
and stop smoking and other tobacco use
(while also helping our youth from ever
starting smoking or other unhealthy prac-
tices), we could have a tremendous payoff
both in umproving health and reducing
health care costs.




. prescr.ptton drugs )38 BiueCrcss Bl ueSh:e!d of anesota found that 3l percen
=, stroke, coion cancer, and osteoporosis costs were due to physical
out $84 million in 2000, which was $56 per member. regardless of their level.
_ity® Canadian researchers estimate that Canada could save $150 mil llion per yea
$2.i billion it currently spends on heaith careicbsts related to physical inactivity (25
nt of costs of coronary artery disease, stroke, hypertensson colon cancer, breast carx
. t)fpe 2 diabetes, and osteoporosis) if activity levels were mcreased by IO percen

Cuwent thsscai Activity and Nutrstmn Falls Short of Natmna

The percent of adults who do not engage in any form of physical actmty 1anges fre
15.7 percent in Minnesota to 31.8 percent in M;ssussqpps and many. more do n
”\engage in the recommended levels."!

- consump 6n is woefully low " and-is hm;ted toohly a smaﬂ_range of potentta! T
_ options.” ‘ ‘ o

he 19805, sugar and fat consumpt;on has dramatlcaﬁy sncreased whne wnoie‘
; ms and milk consumptxon has dropped.™® o e

- _ Diseases Related To Smoking
okin '~ha*h*s'néar§ every okgan’ in the body.*

, mok;ng causes the vast ma onty of all deaths from lung cancer - o

10 kmg isa major cause of heart drsease cerebrovascu ar dlsease chronic brcnch;’
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his section examines how much states could save if we invested $10 per

petson in strategic community-based disease prevention programs

aimed at improving physical activity and nutrition and preventing smoking

and other tobacco use.

The estimates in this section characterize
likely relative magnitudes of the savings
states could realize from well-designed com-
munity-level  programs  implemented
statewide. These estinates should be con-
sidered preliminary for two reasons. First,
they are based on the estimated national
proportions of spending atiributable 1o per-
sons with intervention-amenable diseases
applied to state data on spending by payer
reported by CMS.® TFAH calculated them
using preliminary estiimates of savings by
state and payer produced by Urban
institute researchers. The estiinates do not
take into account differences in state popu-
lation characteristics, such as the distribu-
tion by age and ethnicity, disease preva-
lence, or environmental characteristics,
such as wrban/rural population distribu-
tion, which can have a significant effect on
cosis and savings. For example, state preva-
lences range from 4 percent to 9.8 percent
for diabetes, 20 percent to 2.5 percent for
hypertension, and 24 percent to 37.3 per-
cent for high cholesterol.™

Spending, FY 2006.

Second, community-based interventions tar-
get entire communities. Health insurance
coverage in most conpnunities is mixed with
some people covered by private insurance
and others by Medicaid or Medicare. Some

community residents are uninsured. Disease

patterns alse vary by commumity and these

e

patterns may be associated with insurance
coverage, as in the case of age and Medicare
coverage. Distribution of costs of program
interventions to different payers across the
community is, therefore, not straightforward.
While the reductions in medical expendi-
tures can be assigned to specific pavers, cosis

of the intervention are not assignable.

The federal and state governments share the
cosis of Medicaid, however, each state pays a
different percentage share. The following
state charts reflect the proportions that the
federal and state governments pay in each
state based on their percentage share
according to the data in the Kaiser Family
Foundation’s www.statehealthfacts.org

“Federal and State Share of Medicaid




[ 12 Years

10-20 Years

Total State Savings

$87.800,000

1 $324700000

State Net Savings
{Net savings = Total savings
minus intervention costs)

$42600000

| $279.500,000

RO for State

0.94:1

6:19:1

* In 2004 dollars

}-2 Yoars 5 Years - ;10-'29 Years ’

Medicare Net Savings (proportion | $11,500,000 $67,600,000 | $75400000 -

*of net savings) e - -
Medicaid Net Savings (federal share) | $2,870,000 - 1816800000 | $18,800,000
{proportion of net savings) ' ‘ - : :

Medicaid Net Savings (state share) | $1,260,000 $7.410,000 $8270000 -
(proportion of net savings} - o - - = e
Private Payer and Out of Pocket Net | $27.000,000 | $158600000 | $176900000
Savings {proportion of net savings) o . ‘ i

* In 2004 doltars

state spending data.

* Source: TFAH calculations from preliminary Urban institute estimates, based on nationel parameters applied to

-2 Years

| 10-20 Years

Total State Savings’

$16,000,000

| #59.100.000

State Net Savi ngs
- {Net savings = Total savings
minus intervention costs}

$9,430,000

e

| $52500000

RO for State

{};,_44: |

it S.Gj ok

* In 2004 dollars

}-2 Years 10-20 Years ’
Medicare Net Savings $2.540,000 2,700, | $14200000
“(proportion of net savingsy - i o r . B SR
Medicaid Net Savings (federal share) | $459.000 $2300000 | $2560,000
*{proportion.of net savings): o 1 - .
Medicaid Net Savings (state share) I $455,000 : $22803{)i} | $2,540,000
{proportion of net savings) € o o S
Private Payer and Out of Pocket Net | $5,970,000 1$29900000 | $33200,000
Savings (proportion of net savings) , . P ' S

* In 2004 dolfars

spending data.

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters abplied to state




rizona
per person): $57.4

Total Annual Intervention Costs (at $1

5 Years ‘ 10-20 Years
Total State Savings ' $299.700000 | $329.100,000

State Net Savings
{MNet savings = Total savings
minus intervention costs)

ROl for State

| $271600000

4.73:4 L

* In 2004 dollars

5 Years 4 10-20 Years
$65,400000 i$73,300,0m

122 Years

Medicare Net Savings $8.510,000
(proportion of net savings)

Medicaid Net Savings (federal share $2,050,000
{proportion of pet savings}

| $15,700000 ,!$i7,600¥009

Medicaid Net Savings (state share) | $1,010.000 : $7,755QQD - 1.48690,000

{proportion.of het savings) ok ; e - b 5
" Private Payer and Out of Pocket Net | $19,900,000 $153.300,000 | $171,900.000

Savings (proportion-of net savings) o i : o .

* In 2004 dollars
* Source: TFAH caiculotions from preliminary Urban Institute estimates, based an national porameters applied to
state spending data.

at $i per person):

Total Annual Intervention Costs {

1-2 Years o 10-20 Years
Total State Savings $49 400,000 $167,100,000 $183,500,000

State Net Savings e , ~ L = . S
{Met savings = Total savings $27:100.000 $139600000 | $156,000.000
minus intervention costs) - ~ e

RO for State 0Bl ifs".i:;gi; - ;Ii 5681

* In 2004 doliors

i,-2 Years 5 Years ;

Medicare Net Savings $5.,980,000 I $37700,000
{proportion of net savings) o o ~

Medicaid Net Savings (federal share) | $1,580,000 = | $10,000000
(proportion of net savings) ' S

Medicaid Net Savings (state share) | $563,000
{proportion of net savings) ‘

$11,100000

$3.550,000 $3960000 .

s o DX s Kl L ! : : {
Private Payer and Out of Pocket Net. 1 . S ‘ L i, ,,,,,
Savings (proportion of net savings) $14,000000 - - | $88.400.000 | $98.700,000 ‘

* In 2004 dollars
* Source: TFAH calculations from preliminary Urban Institute estimates, based on nationa! barameters applied to state

spending data.




Total Annual Inter

, ; 10-20 Years
Total State Savings © $621,400000 o $2.092700000 | $2.297,700,000

State Net Savings , o ‘ - e

{Net savings = Total savings $262,900000 - | $1734300060

minus intervention costs) 5 : G : . e
RO for State . 0.73:1 o e {54
*in 2004 dollars

}-2 Years

Medicare Net Savings $71.060,000
{proportion of netr savings) o

10-20 Years
$523,600,000

- Medicaid Net Savings (federal share) | $12.700,000.
{proportionof net savings)
Medicaid Net Savings (state share) | $12,700,000
(proportion of net savings} - : .

$84.100,000 | $94,000,000

Private Payer and Out of Pocket Net | $166400000 | $1.097,800,000
Savings (proportion of riet savings) Comei 1 .

* In 2004 dollars

E3 rot R}

Source: TFAH calcuiations from prefiminary Urban Institute estimotes, based on national parameters applied to state
spending data.

Tot:

1-2 Years 5 Years | 10-20 Years

Total State Savings | $82600000 L $305,600,000

State Net Savings : e e ey Lo
{Net savings = Total savings $36,600,000 o 1$259.600,600
minus intervention costs) e e ' G
ROI for State 0801 051 545

* In 2004 doltars

1-2 Years 10-20 Years

© Medicare Net Savings $9,890,000 $70,100,000
{proportion of net savings) ; ,
Medicaid Net Savings (federal share) | $1,770.000 I $12,500,000
{proportion of net savings) .

© Medicaid Net Savings (state share} | $1,770,000 1 $12,500,000
{proportion. of net savings)
Private Payer anid Out of Pocket Net $23200.000 $164.300.000
Savings {proportion of net savings) - = s

* In 2004 doltars
* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied to

state spending data.




Total Annual intervention Costs at $i0 p perso), 4,0,00 »

1-2 Years 5 Years 1 10-20 Years

Total State Savings C 1979100000 | $266400000 | $292,500,000
, 6ile e ’

B e Sl

State Net Savings o .

(Net savings = Total savings $44 100000 $231 506,000 1. $257,600,00
minus intervention costs) , Lo i ‘
ROT for State ; : 1.26:1 6631 173

et

* in 2004 doflars

1-2 Years

Medicare Net Savings $11,900,000
(proportion of net savings)
Medicaid MNet-Savings (federa}kshare} :
{proportion of net savings)
Medicaid Net Savings (state share} | $2,140,000
- {proportion of het savings) By

5 Years ; §0-20 Years
$62500000 | $69.500000

_ $11,200000 | $12:400,000

| $2, 140,000

$11200000 | $12400,000

i

Private Payer and Out of Pocket Net| $27.900.000 l $146,500,000 $163,000,000

Savings (proportion of net savings)

* fn 2004 dollars
* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied to
state spending data.

Total Annual in

rvention Costs (at $10 per person): $8,290,000

1-2 Years - 110-20 Years

e

Total State Savings $19.500,000 $e5800000 $72.300,000
State Net Savings ; : ] ; s :
{Net savings = Total savings $1 1200000 -~ | $57.500000 § $64.800,000
minus intervention costs) ' ‘ o £ ~

ROI for State i3 e e

* In 2004 dollars

-2 Years 10-20 Years
Medicare Met Savings : $3.040000 | $i5500000 | $17.200000
{proportion of net savings) : ‘ . o
Medicaid Net Savings (federal share}
{proportion of net savings) $547.000

Medicaid Net Savings (stateshare} 1 $545,000
{proportion of net savings)

=

1 3110000 o
$3,090,000

Private Payer and Out of Pocket Net | $7,130,000
Savings{proportion: of net savings) -

| $36.400,000 _} $40.500,000

* in 2004 doltars
* Source: TFAH colculations from preliminary Urban Institute estimates, based on national barameters applied to
state spending data.




- Total State Savings

‘State Net Savings
{Net savings = Total savings
minus intervention costs)

1¢18700.000

$12,900000

RO for State

2231

|

10-20 Years
$6?’,§00,G0w0' T

i ~ $63,3co,ooé

10931

* In 2004 doliars

Medicare Net Savings $3480.000 {$‘§5~,4U§;0ﬁ§?,
{proportion of net savings) -
Medicaid Neet Savings (federal share) | $876,000 | $3.880,000
{proportion of net savings} - .
Medicaid Net Savings (state share) ~ | $375,000 lsies0000 |

~ (proportion of net savings) . ...
Private Payer-and Out of Pocket Net | $8,170,000 :$36‘ZGQ.QOG .
Savings {proportion-of net savings} . o 4

* In 2004 dollars

* Source: TFAH caleulations from preliminary Urban Institute estimates, based on national parameters applied

to state spending data.

| 10-20 Years
| $17,100,000

| $4.300,000

$40, 100,000

$1840000

~ 110—20 Yearsk"

 Total State Savings

$360 700,000

“State Net Savings ‘
{Net savings = Total savings
rinus intervention costs}

$196.100000

j RO for State

1030

* In 2004 dollors

i-2 Years ;
Medicare Net Sz{vings e $52;900,000 "
{proportion of net savings) = e
Medicaid Net Savings (federal share) "1 $11,200,000
{proportior of net savings) o
Medicaid Net Savings (state share) - | $7,810,000
{proportion of net savings) , , s
Private Payer and Out of Pocket Nei §.$124, 106;056 ls
Savings (proportion ofnetsavings) f . - .

* In 2004 dollors

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied to

state spending data.

[ sma0000

| $755,500,000

$1,367,300,000

| $1.193.600000

6.87:1

| 10-20 Years

| $68,100,000

| $47.500,000




Total Annual Intervention Costs (at $10 per prson): $89,350,000

1-2 Years

10-20 Years

“Total State Savings =

$153,100,000 | $515700000

| $566,200.000

State Net Savings

| $476900000

5341

{Net savings = Total Snvmgs k‘$63,‘7’00’,‘, 0.
minus intervention costs) - : : :

RO for State 0.7

* In 2004 dollars

1-2 Years

l0-20 Years

,si:s moaaoy

Medicare Net Savings - $17.200,000 31 28 700, 000 :
(proportion of net savings). B . oz

Medicaid Net Savings {federal share) '] $3,740,000 - $25,GQQ,OQO ; 1 $28;_000,009
{proportion of net saVingé} e . | i :
Medicaid Net Savings (state share) e$lz,‘43e‘gee : $16,200000 | $18200000
{proportion of net savings) e ) - . L
Private Payerand Out of Pocket Net | $40,300.000 $269.900,000 $301,800,000

Savings (proportion of net savings)

* {n 2004 doflars

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied

to state spending data.

“Total Annual Intervention Costs (at $10 per person): $I ,50,0

1-2 Years

10-20 Years

Total State Savings

$24.500,000

1:$90,700,000

! $82,6uc,rm

~State Net Savings

| s70. aeaoof‘i

- {Net savings = Total savings $Lig00006
minus intervention costs) S
ROI for State 0.95:1
; L ~

$76.200,000

* In 2004 dollars

1-2 Years

10-20 Years

i $2101 o,eoe

Medicare Net Savings - $3.230.000 o ‘$3 909 39“'
“(proportion of net savings) e 1 -
Medicaid Net Savings (federal share) | $6’82,00(}' $3,,93£),Oﬂ§3 : $4,460,000
(pronortaon of net savings) . o o ‘ o
Medicaid Net Savings {state share} $478.000 “$2,‘8f)9,009 . $3,12G,00{)
(proportion of net savings} : - o
Private Payer and Out of Pocket Net | $7,570.000 $f‘§f:,3u0 ﬁ"G‘ f $49, S{}G,uu
Savings (proportion of net savings) =} - ek : ‘ ' 1{ ~

* In 2004 dollars

* Saurce: TFAH colculations from prefiminary Urban Institute estimates, based on nationaf parameters applied

to state spending data.

B ap




Total Annual Intervention Costs ( $10 per person): $13,950,

1-2 ears' : L 10-20 Years

Total State Savings $22,600,000 | $76200000 | $83,700,000

State Net Savings C

{Nat savings = Total savings .$8,690,000
. minus intervention costs) ‘ :

RO for State L 0.62:1

* in 2004 dollars

1-2 Years

5 Years 10-20 Years

‘Medicare Net Savings- -~~~ $2,340,000 | $16,800.000

P $18800000
{proportion of net savings) - E =

Medicaid Met Savings (federal share) 1

| $4730000

{propertion-of net savings) $589.000

Medicaid Net Savings (state share)

(proportion of net savings) s253000 | $18i0000 | $2030000
Private Payer and Out of Pocket Net | $5,500,000 | $39,400,000 ! $44,100,000
Savings (proportion of net savings) S o . oo e

* In 2004 dollars
* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied
to state spending data.

otal Annual Intervention Costs (at $!

10-20 Years

Total State Savings $247.900000 | $835200000 | $917,000,000

State Net Savings . . -
{Net'savings = Total savings | $120,800,000 1:$789.800,000 ¢
minus intervention costs) -

RO for State 0.95:1

* In 2004 dollars

1-2 Years

10-20 Years

Medicars Net Savings $32,400.000 18213200000 -

{94
{(proportion of net savings). - .

,100,000

Medicaid Net Savings (federal share) | $5.860,00C

: $38,300,000
(proportion of net savings) T

Medicaid Net Savings (state share) $5,860,000 - 1$38.300.000

{proportion of net savings)

Private Payer and Out of Pocket Net | $76.500,000 $499,900,000

Savings (proportion of riet savings) "

* In 2004 dolfars
* Saurce: TFAH colculations from breliminary Urban Institute estimates, based on national parameters applied
to state spending data.




| . _ Indiana
Total Annual Intervention Costs (at $10 per person): $62,230,000

-2 Years

E Years

Total State Savings

$120,400,000

$405,500,000

_‘State Net Savings
(Met savings = Total savings
minus intervention costs)

$58.100,000

0,000

$343 3

ROI for State

094

10-20 Years

| $445200,000

$383,000,000

61611

# in 2004 doflars

10-20 Years

1-2 Years - | 5 Years

Medicare Net Savings $15,700.000 $92 600,000
(propertion of net savings) S . 7
Medicaid Net Savings (federal share) | $3.550,000 | $20900.000
{proportion of net savings) -
Medicaid Net Savings (state share) -~ | $2,080,000 $12,300,000
(proportion of net savings) G : e
Private Payer and Out of Pocket Net | $36.800.000 $217,300,000
Savings (proportion of net savings) . o

. — L—.———.—— oot

$103.400,000

| $23.400,000

  ! ,

$13,700,000

|

$242,400,000

* In 2004 dollars

to state spending data.

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied

i-2 Year:

Total Annual Intervention Costs {at $10 per person): §

10-20 Years

Total State Savings

$57.900,000

$195,100,000

$214,300,000

State Net Savings
{Net savings = Total savings
minus intervention costs)

$28.400,000

] $165.600,000

ROl for State

* In 2004 doflors

$184,700.000

6.26:1

12 Years 1020 Years
Medicare Net Savings $7,670,000 | $44,700,000 1 849,800,000
{proportion-of net savings). o e R
Medicaid Net Savings (federal share) | $1.750,000 l $10,200,000 $11.300,000
{proportion of net savings) . . :
Medicaid Net Savings (state share) 1 $1,000.000 $5,‘8€}G;{}OQ; $6,520.000
{(proportion of net savings) - . - { ,
Private Payer and Gut of Pocker Net $17.900.000 3104800006 116,900,600
Savings (proportion of net savings) S ! o G : L

* In 2004 dollars

to state spending data.

* Source: TFAH calculations from preliminary Urban Institute estimates, bosed on national parameters apblied




v Total nn {

ntervention Costs {at $10 per son}: '$27,380,000

Kahss

i-Z Years

10-20 Years

Total State Savings

$54300000 | $182900000

1 $200,800,000

State Net Savings
{Net savings = Total savings
minus intervention costs)

$26,900,000 $155,500,000

ROI for State

G981

* In 2004 doliars

}-Z Years :10-20 Years

‘Medicare Net Savirigs - $7.270,000 $45,800.,000
{proportion of net savings) o o S
Medicaid Net Savings (federal share) | $1,570,000 $9,110000 | $10,100000
{propartion.of net savings) b -
Medicaid Net Savings (state share) | $1,030000 | $5.970000 $6.660,000
{propertion of net savings) L : S
Private Payer and Qut of Pocket Net'}™ L

- Savings-{proportion of net savings) - 1°$17,000,000 - $109,700,000

* In 2004 dollars

to state spending data.

* Seurce: TFAH calculations from preliminary Urban Institute estimates, bosed on national parameters applied

" Total Annual Intervention Costs (at $?

1-2 Years

1 !0«20 Years

“Total State Savings

$86,200,000 | $290.300,00

$318,700,000

State Net Savings
{Net savings = Total savings
minus intervention costs)

$44800000 !izz;a;%a,eoé

| $277300000

RO} for State

.08

L6701

* in 2004 dollars

1-2 Years

" Medicare Net Savings £12000000 $6?25Q,{}0{} - $74,800,00
{proportion of net savings) - L - S

 Medicaid Net Savings (federal share) | $3.010,000 | $16,700,000 $18,600,000
{proportion of net savings} : ' S i i
Medicaid Net Savings (state share) e
{proportion of net savings) $1,330,000 1 $8:2500600
Private Payer arict Out of Pocket Net = = 5
Savings (propertion of net savings) $28,300,000 +$175,500,000

* In 2004 doflars

to state spending deta.

* Source: TFAM calculations from preliminary Urban Institute estimates, based on national parameters applied




‘ I-2Years  [5Yeas 10-20 Years
Total State Savings | $83,000,000 $2 00 [l %$307.200.000

o

State Net Savings o o
{Net savings = Total savings | $38,100,000
- .minus intervention costs) o ‘

ROl for State . 1 085
* In 2004 doflars

1-2 Years 5 Years 10-20 Years

Medicare Net Savings . - 1.$10.200,000 ” $53,40Q,{)(}(), . $70,800,000
(proportion of net savings) : : o - L ,
 Medicaid Net Savings (federal share) | $2.580,000 | $15900,000 $17.700,000

{proportion of net savings) o
Medicaid Net Savings (state share) - 1 $1, 110,000 ; -$6 870,000
{proportion of net savings) : =

Private Payer and Out of Pocket Net | $24,100,000
Savings (proportion of net savings) Ly

"$7.680,000

$148,600000 | $166,000000

* I 2004 dollars
* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied
to state spending data.

Total Annual Intervention Costs (at $!0 per person): $13,140,000

: , : -2 Years : 5 Years ; | 10-20 Years
Total State Savings $33,200,000 $111.900000 | $122,800,000

State Net Savings L , ; i

{Net savings = Total savings | $20,100.000° | $98700000 | $109.700,000
“rninus intervention costs) L e e i e
ROl for State i 1531 7520|835

* In 2004 deliars

1-2 Years 10-20 Years

- 7

“‘Medicare Met Savings L
{proportion of net savings} ’ . ,$5;420,QQO :

| $29.600,000

L i i

Medicaid Net Savings (federal share} |~ L
{proportion of net savings) = F$1:220,000 ‘ $6,690,~00{) 

Medicaid Net Savings (state share)
(proportion of net savings)

$723.000 | $3550000 $3.940,000

o

Private Payer and Qut of Pocket Netp - 1
Savings (proportion of ner savings} 1 $12,700,000 -
* In 2004 dolfers

* Source: TFAH calculations from prefiminary Urban Institute estimates, based on national parameters applied
to state spending data.

$62,500000 | $69,400,000




Total Annual Intervention Costsat $i 0 er erson}: $55,53(10

aj j land

i

- Total State Savings

 $115,100,000 $425.800000

State Net Savings
{Net savings = Total savings
minus intervention costs)

59,600,000 | $370.200,

ROt for State

o7

- L667

* In 2004 doflars

Medicaré, Net Savings
{proportion of net savings)-

Medicaid Net Savings (federal share)
{proportion of net savings) -

Medicaid Net Savings (state share)
{proportion of net savings) :

Private Payer and Out of Pocket Net
Savings {proportion of riet savings)

2 Years - 10-20 Years
$16.000,000 ~ [99.900000
T$2890'000 1 $1?,?ODOGO
32,890,000 ’ $z7,9ae,099;
$377oooco ' ,$~234,‘3oo;¢o¢j

* In 2004 doltars

to state spending data.

* Source: TFAH calcutotions from preliminary Urban Institute estimates, based on national parameters applied

Total Annual Intervention Costs (at $10 pr person}: $64,360,000

Massac

Total State Savings -

$160,500,000 1 $593.700.000

- State Net Savings
{Net savings = Total savings
minus intervention costs)

1 $96.200.000

| ss29300000

RO for State

fss’d‘i ‘

*In 2004 doflors

to state shending data.

1-2 Years 1020 Years

Medicare Net Savings $25,900,000 | $142,900.000
’ (proportion of net savings) o foon e

Medicaid Net Savings (federa share) ‘| $4.660000 $25,600,000

{proportion of net savings} ; e L

Medicaid Net Savings (state share) $4.660000 $25,600,000

{proportion of net savings) i o ’

Private Payer and Out of Pocket Net | $60,900,000 | $335,100,000

Savings {proportion of riet savings) - e Lot

* in 2004 dollars

* Source: TFAH calculations from preliminary Urban institute estimates, based on national parameters applied




Total Annual Intervention Costs {at$10p r): $100,9

: [-2 Years - | 10-20 Years
Total State Savings ‘ $191900000 | $646.300000 | $709,600,000

State Net Savings - 4 o

{Net savings = Total savings $90,900000 ] 545400000 1.$60.800,000
minus intervention costs) ‘ ~ i - ]

ROl for State. - 0.50:4 5.40:1 ' 6.03:1

* In 2004 doltars

1-2 Years

Medicare Net Savings $24,500,000
{proportion of net savings) S

Medicaid Net Savings (federal sharej | $4.990,000
{proportion of net savings) ;

10-20 Years
$164.300,000

1 $147.260.000

$29‘ o ;$33’4(‘)0‘QQQ ’

Medicaid Net Savings (state share}

{proportion of net savings) $3,830,000 : $22,900.000 $V25;630,000, o
Private Payer and Out of Pocket Net : - A
Savings (proportion of net savings} $57,500.000 i $345,200,000 | $385,3606,000

* {n 2004 dofiars
* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied
to state spending data.

Total Annual Intervention ostsat $10 er person): $50,940,000

- 1-2 Years 5 Years §0-20 Years
- Total State Savings $}G9‘2GO,‘OQO 7 $6?800(}00 ‘ l $£403,900.000

State Net Savings ' - §o0 . o
< {Net savings = Total savings $58,200,000 1 3316900000 1 $352,900,000
minus intervention costs) , o - e ,

ROI for State - i.14:0

* In 2004 doliars

1-2 Years

- Medicare Net Savings ‘
{proportion of net savings) $15,700,000

Medicaid Net Savings (féderal sharey |- $2,820,000
{proportich of net savings)

Medicaid Net Savings (state share) G
{proportion of net savings} $2.820000
Private Payer and Out of Pocket Net $36,90§},’:€:‘0€}
Savings (proportion of net savings) e

* in 2004 dollars

to state spending dota.




“Total Annual Intervention Costs (at $10 per peson}: $28, 3, 00

i-2 Years

'S!SS!PP!

[ 5 Years

Total State Savings

$53,200000

State Net Savings
{Net savings = Total savings
minus intervention costs)

$24.300.000

RO for State

0.84:1

* {n 2004 doffars

1-2 Years 5 Years

T$179400000

$150400000

10-20 Years

- | $196,900,000

$168000000

| 58121

Medicare Net Savings

e e

10-20 Years

* I 2004 dollars

to stote spending data.

{proportion of net savings) $6.570,000 $45;3{30,oao

" Medicaid Net Savings (federal share) G E e :
{proportion of net savings) $1,790,000 $12,300,000
Medicaid Net Savings (state share} - ’ s
{proportion of net savings) $566,000 | §3,500000 | $3.910000
Private Payer and Out of Pocket Net o
Savings (proportion of et savings) $15,400,000 $106,300,000

* Source: TFAH calcuiations from prefiminery Urban institute estimates, based on national parameters applied

Ttai Annual |

10-20 Years

Total State Savings

$116,400000

State Net Savings
{Net savings = Total savings
minus intérvention costs}

$58,900.000

ROI for State

1.02:0

* in 2004 doflars

Medicare Net Savings

{proportion of net savings)
‘Medicaid Net Savings (federal share) - i
-{proportion of net savings) $3,530,000

-Medicaid Net Savings (state share)
{proportion of net savings)

Private Payer.and Out of Pocket Net
Savings {proportion of net savings)

$37,200,000 .

* in 2004 doliars

to state spending data.

$12,300,000

$211,800000

$430.500,000

1 $373.000000

6491

0-20 Years

1
$100,700.000

| $22.300,000

$13,700,000

$236,100,000

* Source: TFAH colaulations from preliminary Urben institute estimates, based on national parameters applied
i L a8 ry




| Total Annual Intervention Costs (tison. $9.2

1-2 Years

TJotal State Savings'

s790000

State Net Savings
(Ne-. savings = Total savings
minus intervention costs)

1 $8.650.0¢

10-20 Years

| $66.200,000

$56.900,000

ROl for State:

0941

* in 2004 doflars

% Years

- 10-20 Years

Medicare Net Savings

$15,300,000

- $3,890.000

: $1,630,096

$32?~30(},006

(proportion of net savings) $2,330,000 $! 3,?00,600
Medicaid Net Savings (federal share) | $592,000 ss_sscma .
{proportion of net savings} : -
Medicaid Net Savings (state s‘ﬂam\ $247.000. i  $§ 46‘.},@*3(1
{proportion of net savings) i : :

~ Private Payer and Out of Pocket Net | $5,480,000

Savings (proportion of net savings)

i

$36.000,000

* In 2004 dolfars

* Source: TFAH calcutations from preliminary Urban Institute estimates, based on national parameters applied

to state spending data.

Total Annual Intervention Costs (at $10 per perso

1-2 Years

: $17.470,000

5 Years

10-20 Years

Total State Savings

$35,500,000

i

$tz97oeeao

State Net Savings
{Net savings = Total savings
minus intervention costs)

- $18.100,000

$ }{;2,.36&0@0 .

ROl for State

104

* In 2004 dollars

!-2 Years

$131,500,000

1 $114000000

i 5 Years

10-20 Years

‘ } $27,600000

Medicare Met Savings -~ $4,880,000
{proportion of pet savings) o
Medicaid Net Savings (federal share) | $1,040,000 -

" {proportion of net savings) o §
Medicaid Net Savings (state share) $707,€}OQU (L

{proportion of net savings)

Private Payer and Out of Pocket Net
Savings (proportion of net savings) = -

{ ‘, Gu,u G

| $64.700,000

| 30,700,000

$6,600,000

$4.450,000

$72.100,000

* In 2004 doliars

* Source: TFAH cdlculations from prefiminary Urban Institute estimates,

to state spending data.

based an nationaf barame

ters applied




Total Annual Intervention Costs (t r prs): $23,320,000

T 12 Years

| 10-20 Years

Total State Savings

$41.200000 1 $152,600,000

State Net Savings
‘th savinigs = Total savmgs
“minus intervention costs)

1$129300000

ROl for State

5.55:0

* In 2004 doflars

12 Years ';;0'20’ Years

Medicare Net Savings
“ {proportion of net savings)

Medicaid Net Savings (federal share}
(proportion of net savings)

Medicaid Net Savmgs (state share\
“{proportion of net savings)

Private Payer and Outof Pocket Net
Savings (proportion of net savings)

$850000 [ 34,900,000

$§$skék,060 | 36*50009 | | $,£;é7e,06§‘:
55705 :  | ,$<k@1e,g@n" e s*ze‘oeo

S%z‘,‘épg,;oédk iy 800 o

* In 2004 doltars

to state spending data.

# Source: TFAH calcuiations from preliminary Urban institute estimates, based on national parameters applied

1 10-20 Years

Total State Savings

$26,500,000 $98,200,000

State Net Savings

| $85.300,000

i 6571

: {Net savings = Total sa\cmgs $f3;6{30;0® :
minus intervention costs) G .
ROI for State 1.05:0
* In 2004 dollars

1-2 Years 10-20 Years

Medicare Net Savings
{proportion of net savings)

{proportion of net savings)

“Medicaid Net Savings (federal share}

Medicaid Net Savings (state share)
{propertion of net savings) -

Private Payer and Out of Pocket Net
Savings (proportion of net savings)

$3.670000 - 1 $23.000000
S TR
T a— $3mm o

‘ $§;sas,ééo ~ e ’ :sss,eeé‘.éba:,

* In 2004 dollars

to state spending data.

* Source: TFAH colculations from preliminary Urban Institute estimates, based on national parameters

abplied




Total Annual Intervention Costs (at $10 per person): $8760,00

1-Z Years

10-20 Years

Total State Savings

18 87, 100,000

State Net Savings
(Net savings = Total savings
minus intervention costs)

$100,400,000

$692.100.000

- $605,400,00!

RO for State

1.16:1

* in 2004 dolfars

5 Years 10-20 Years

'$146700,000 | $163,400,000

1 $29.300,000

$26,300,000 | $29.300000

Savings (proportion of net savings)

1-2 Years
Medicare Net Savings - $27.100,000
{(proportion of net savings) Sl
Medicaid Net Savings (federal share) | $4.870.000 =
{proportion of net savings) ,
Medicaid Net Savings (state share) $4 870 000
{proportion of net savings) o o
Private Payer and Out of Pocket Net | $63,500,000

| $383.200,000

B

* In 2004 dollars

to state spending data.

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied

~§0-20 Years

Total State Savings -

$32.000,000

$118,500,000

- State Net Savings ' . ;
- {Net savings = Total savings
minus intervention costs)

- $13,000.000

: $88 990 060

$99.500,000

“ROI for State

0691

468§ 5.24:1

* in 2004 dallars

1-2 Years

10-20 Years

- U‘j$z_4~,aee,eea

1 $2¢.800.000

$6.870,000

$2,490 000

T$2.790000

Savings (proportion of net savings)

Medicare Net Savings ‘ 43,520,000
{proportion of net savings) - S
Medicaid Net Savings (federal share) $901.000
{proportion of net savings) ,

Medicaid Net Savings (state share) | $366,000
{proportion of net savings) : L
Private rdyer and Out Of Pocket Net %,263,8% !

* i 356,360,&{){? -

$63,000,000

* In 2004 doltars

to state spending data.




10-20 Years

Total State Savings

$460,400000 |

'$1/702.500000

State Net Savings k
(Net savings = Total savings
minus intervention costs)

$267,500.000

ROI for State

t.37:1

* In 2004 dollars

12 Years

5 Years 10-20 Years

Medicare Net Savings’
{proportion of net savings)

$72,200,000

"~ 17$407.600,000

- Medicaid Met Savings (fédéml share)
{proportion of net savings)

$12,900,000

$73,200,000

Medicaid Net Savings (state share}
{proportion of net savings)

$12.900.000

~ T ¢73200000

“Private Payer and Out of Pocket Net
- Savings (proportion of net savings)

$169,300,000

I $955.600,000

* In 2004 dollars

to state spending data.

* Spurce: TFAH calculations from prefiminary Urban Institute estimates, based on national parameters applied

Total Annual Intervention Costs (at $!10 per person): $8

Years

5.310,000

10-20 Years

- Total State Savings

$166,000,000

| $613,800,000

;St‘z‘tte Net Savings
{Net savings = Total savings
minus intervention costs)

$80.600.000

| $528.500,000

RO for State:

0.95:4

* In 2004 dollars

10-20 Years

| $142.600000

$32,500,000

00,000

$18.700,000

Savings {proportion of net savings)

1-2 Years

Medicare Net Savings $21.700,000
{proportion of net savings) - ‘ o
Medicaid Net Savings (federal share) | $4.970,000 $29.1
{proportion.of net savings) . 1

~ Medicaid Net Savings (state share) | $2,850.000 $16,700.000
{propertion of net savings) : .
Private Payer and Out of Pocket Net

$51.000,000

299800000 | 334

* in 2004 dofiars

to state spending data.

* Source: TFAH colculations from breliminary Urban Institute estimates, based on national parameters applied




1-2 Years

10-20 Years

Total State Savings

i

{ $13,500000

| $50,200,000

State Net Savings
(MNet savings = Total savings
minus intervention costs)

$7.230,000

| $43,900,000

ROl for State

L4l

- 6.90:1

* in 2004 doflars

1-2 Years 1 5 Years 1 10-20 Years:
Medicare Met Savings $1,950.000 - $10.600,000 $11,800,000°
(proportion of niet savings) ‘ S 4 ' i
Medicaid Net Savings (federal share) | $462,000 $2.520,000 1 $2800,000
{proportion of net savings} . ‘ L ‘ ,
Medicaid Net Savings (state share) | $240,000 $1.300000 $1,450,000
{proportion of net savings) : v ; ' : i
Private Payer and Out of Pocket Net | $4,570.000 $24,900,000 $27,700,000
Savings (proportion of net savings) k . e :

& LS

* In 2004 dollars

to state spending data.

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied

Total Annual Intervention Cos

ts { iper efson}: $i I4,é!0,ﬁ€} B

1-2 Years

10-20 Years

Total State Savings

$237,700000

oo

$800,500,000 $878,900.000

State Met Savings .

$123,000,000 .

{Net savings = Total savings $685.900000 -$764,300,000
'minus intervention costs) , - i

ROI for State 107:1 | 6.67:1

* In 2004 dollars

1-2 Years

10-20 Years

Medicare Net Savings
{proportion of net savings)

$33,200,000

$185,200,000

$206,300,000

{proportion of net savings}

Medicaid Net Savings (federal share)

$7.150000

$39,800,000 | $44.400,000

Medicaid Net Savings (state share)
{proportion of net savings)

$4,780000

1 f$2§;6w,a00

1 $29,700.000

Private Payer and Out of Pocker Net
Savings {proportion of net savings). -

$77,900000

| $434,200,000

o J $483,800,000

* in 2004 dollars

to state spending data.

* Source: TFAH calculations from prefiminary Urban Institute estimates, based on nationaf parameters applied




{-2 Years

| 10-20 Years

- Total State Savings

$45,000000

$240400.000

State Net Savings

1 $205.200,00

1583

{Net savings = Total savings $29.800,600
minus intervention costs) e ,
ROI for State 0851

* In 2004 dollars

“§=2 Years

}.10-20 Years

 Medicare Net Savings | 98,040,000 $49,600.000 | $55400,000

“{proportion of net savings) o F ’
Medicaid Net Savings (federal share) | $1,960,000 $13,500000
{proportion of net savings) :
Medicaid Net Savings {state share) 1 . - | o
{proportion of net savings) $928.000 | $5720000 1 $6,390,000
Private Payer and Out of Pocket MNet | $1 8,800.‘000 '  ‘

Savings (proportion of net savings}

18116300000 | $129,900000

* In 2004 dollars

* Saurce: TFAH colculations from preliminary Urban Institute estimates, based on national parameters eppiied

to state spending dato.

Total Annual Intervention Costs {at $10 per peo ) $35,890,000

-2 Years

: !0-20’ Years

“Total State Savings

$68,100000. -

'$229.400,000 1 $251,900,000

. State Net Savings
{Net savings = Total savings
minus intervention costs)

 $32200000

$193500000 | $216.000,000

ROi for State

0.90:1

* in 2004 dollars

$10-20 Years

$20.400,000

{2 Years ’

Medicare Net Savings $8,700,000 1 es8300000
“{proportion of net savings) b e B
 Medicaid Net Savings (federal share) | $1,920,000 1 81 : l $12,900,000
{proportion of net savings) e S ; - o S

Medicaid Net Savings (state share) | $1,200,000 $7200000 | $8,040,000

{proportion of net savings) - o
- Private Payer and Out of Pocket Net 122,500,000

Savings {proportion of net savings)

- "!5}36,7&‘).00%

* in 2004 doilars

ta state spending data.




Tota!AnnuaHnterventlon Costs (at $10 per person) $123, 7700()0

I-2 Years 10-20 Years

Total State Savings.

$271,700,000

State Net Savings P
{Net savings = Total savings
minus intervention costs)

$147,900,000

1$1,004,700,000.

$791300000 l $880,900,000

RO for State

12000

*in 2004 doflars

“1-2 Years

Medicare Net Savings
{proportion of net savings)

; Medicaid Net Savings (federal share)
“{proportion of net savings)

Medicaid Net Savings (smte share)
{proportion of net'savings) ..

" Private Payer and Out of Pocket Net
‘Savings, (proportion-of net savings)

$39.900,000 -

7900000 | $42.200000 | $47,000.000
$6.450,000 534500, ooo 1 $38.400,000
$93,600,000 | $557,600,000

* In 2004 doligrs

to state spending dota.

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied

10-20 Years

Total State Savings

$25,000,000

| $92,500,000

State Net Sa\nngs :
~{Net savings = Total savings
minus intervention costs)

| s14200000

1 881,700,000

ROI for State

* in 2004 doliars

Medicare Net Savings
{proportion-of net savings)

Medicaid Net Savings (federal share)
{proportion of net savings}’

Medicaid Net Savings (state share)
{proportion of net savings}

1-2 Years 10-20 Yars,
$3,84{),090- | $22,000,000
$752,000 | $4.320,000

| $3.610000 -

| $629.000

Private Payer and Out of Pocket Net
Savings {proportion of net savings)

$9.000000

$5 { 790,uuu S

* In 2004 dollars

to state spending data.

* Source: TFAH calculations from prefiminary Urban Institute estimates, based o

n national parameters applied




10-20 Years

Total State Savings - ]$81,700000

State Net Savings , Gt o
{Net savings = Total savings | $39.700,000
minus intervention costs) : :

1$302,200000

| $260200000

‘RO for State AT 0.95:1

162t

* In 2004 doliars

1-2 Years

Medicare Net Savings © - $10,700,000
{proportion of net savings) L

‘Medicaid Net Savings (federal share) $2,670,000
{proportion of net savings}

Medicaid Net Savings (state share) $1,180,000
(proportion of net savings} e

10-20 Years.

$70,200,000

$17,400,000 !

| $7.750,000

Private Payer and Out of Pocket Net | $25, 100,000
Savings {proportion of net savings) -

$164,700,000

* in 2004 doflars

* Source: TFAH calculotions from prefiminary Urban institute estimates, bosed on national parameters applied

to state spending date.

Total Annual Intervention Costs {at $10 per erson): $7,70

 1-2 Years

10-20 Years

Total State Savings $14,700,000

State Net Savings
{Net savings = Total savings- $7.080,000
~minus intervention costs) o

1 $54,600,000

| $46900000

ROI for State - 1092

* In 2004 dollars

1-2 Years

10-20 Years

Medicare Net Savings $1,910,000
{proportion-of net savings} . i

$12,600000

Medicaid Net Savings (federalshare) | $447.000
{proportion of net savings Sl Gl

| s2.960000

Medicaid Net Savings (state share) | $239.000
{proportion of net savings) : : '

Private Payer and Out of Pocket Net | $4,480,000
Savings (proportion of net savings) S

| $1,590,000

1 $29.700,000

* In 2004 dollars

* Saurce: TFAH calculations from breliminary Urban Institute estimates, based on national

to state spending data.

eters applied




ntervention Costs (at

Total Annual

I p ron}' $5,

~Total State Savings

o o

$121,900,000

State Net Savings
(Net savings = Total savings.
miinus intervention costs)

1.$63,000,000

RO for State

1071

5 Years

10-20 Years

| s410,600,000

$450,900,000

| $392,000,000

i

il

6.67:1

* {n 2004 dollars

1-2 Years { 5 Years -20 Years -
Medicare Net Savings $17,000,000 $94.900.000 $105.800,000
(proportion of net savings} ‘ - ’ : "
Medicaid Net Savings (federal share) | $3,910.000 $21,800,000 - $24,300,000
{proportion of et savings) o
Medicaid Met Savings (state share) - | $2,200.000 ! $13,600,000
{proportion of net savings) S e - :
Private Payer and Out of Pocket Net | $39,900.000 000 [1$248,100,000
Savings (proportion of net savings) o ‘

* {n 2004 dolfars

to state spending data.

* Source: TFAH caiculations from preliminary Urban Institute estimates, based on national parameters applied

Total Annual Intervention Costs {

10 per person): $225, 1

1-2Years |

0,000

5 Years

10-20 Yeyars: :

Total State Savings

$378,800,000

State Net Savings
{Net savings = Total savings
minus intervention costs)

$153.600,000

$1,275,700,000

' $1050500000

ROI for State

0681

| $1,400,700,000

$1.175.500,000

5.22: igy v

* In 2004 dollars

10-26 Years
1 $317,300000

$69.200,000
l o

1-2 Years ,

Medicare Net Savings £41400.000 $283 600.000
{proportion of net savings) g +
Medicaid Net Savings (federal share) | $9,040,000 - $61,800,000
{proportion of net savings} S -
Medicaid Net Savings (state share) | $5,850,000 o $40,000009
{proportion of net savings) : .
Private Payer and Out of Pocket Net | $97,200,000 | $665,000,00
Savings (proportion of net savings) : :

| $44.800,000

$744,100,000

* in 2004 dollars

to state spending data.

* Source: TFAH calculations from prefiminary Urban Institute estimates, bosed on notiongl barameters abblied




Total Annual Intervention Costs (at $1

r person}:

§-2 Years E

$24,220.,0

Total State Savings

1$33,700,000

State Net Savings
{MNet savings = Total savings
minus intervention costs)

$9,520000

‘RO for State

0394

* In 2004 doliars

1-2 Years

T s2.530000

Savings {proportion of ret savings)

Medicare Net Savings $2.570,000

{proportion of net savings) L

Medicaid Net Savings (federal share) $654,000

{proportion of net savings)

Medicaid MNet Savings (state share) | $269,000

{proportion of net savings) =
~Private Payer anid Our of Pocket Net $6;€}30,000 

* In 2004 dollars

to state spending data.

| $56,600,000

10:20 Years

| $i00500000

$124.700,000

10-20 Years

$6,900,000

| $2840000

$63,600000

* Source: TFAM calculations from prefiminary Urban institute estimates, based on nationdl parameters applied

Total Annual |

Total State Savings

$14600000

k State Net Savings :
{Net savings = Total savings
minus intervention costs)

| $8.450,000

RO| for State

360

10-20 Years

$54,200,000 - i

| 48,000,000

17731

* In 2004 dollars

i-2 Years

Savings (proportion of net savings)

Medicare Net Savings $2.280,000
(proportion of net savings) - :

- Medicaid Net Savings (federal share) | $479.000
(proportion of net savings}
Medicaid Net Savings (state share) $340.000
{proportion of net savings)
Private Payer and Out of Pocket Net | $5,350,00

* In 2004 dollars

to state spending data.

10-20 Years

$12,900,000

$2,720006

T$1930000

$30,300.000

* Source: TFAH calculations from breliminary Urban Institute estimates, based on national parameters apblied




on Costs (at $1

per person). $

1-2 Years

5 Years

Total State Savings

| $136,500,000

State Net Savings
-{Net savings = Total savings
minus intervention costs})

$61,800,000

$459.900,000

10-20 Years

$504,900,000

RO for State

0.83:1

| $430,200,000

* in 2004 doffars

1-2 Years

5.76:1

5 Years

Medicare Net Savings
(proportion of net savings)

$16,600,000

| 10-20 Years

Medicaid Net Savings (federal share)
{proportion of net savings)

$2,990,000

gs

Medicaid Net Savings {state share)
“{proportion of net savings) o

$2.990.000

L
$18.600000

$116,100,000

$20.800,000.

$20,800.000

-l

Private Payer and Out of Pocket Net
Savings (proportion of net savings}

$39.100,000

$243,800,000

* In 2004 dolfors

to state spending data.

T

= I $272.300,000

* Source: TFAH calculations fram preliminary Urban Institute estimates, based on national parameters appiied

Was

Total Annual Intervention Costs (at $10 per person): $62,060,000

1-2 Years

5 Years

10-20 Years

Total State Savings

$120,400,000

" State Nét Savings ‘
(Net savings = Total savings
minus intervention costs)

$58.400000 .

$405 800,000

— [smss0000

| 8343700000

$383.500,000

ROJ for State

0.94:

6181

* In 2004 dollars

-2 Years

5 ’t’ears ’

$92800000

: i-Zi) Years

| s1o3500.000

$16,600,000

$16,600.000

Savings (proportion of net savings)

i
Medicare Net Savings $15.700.000
{proportion of net savings) S
Medicaid Net Savings (federal share) | $2.830,000
{proportion of net savings} S
Medicaid Net Savings (state share) | $2,830,000 '
{proportion-of net savings ' ;
Private Payer and Out of Pocket Net. $36y,9&€),{}0&:‘ ‘

1$217500060 l}

$18.500000 -

1 $18,500,000

$242,700,000

* In 2004 dolfars

to state spending data.

* Source: TFAH colculotions from preliminary Urban Institute estimates, based on natinnal barameters applied
i i ry ¢ kS . L




~ Total State Savings

$42300000

State Net Savmgs

(Net savings = Total savmgs $24,.200.000 :
minus intervention costs) oo
ROl for State. LR34t

* in 2004 doltars

1-2 Years
Medicare Net Savings $6,540,000
{proportion of net savings) :
 Medicaid Net Savings (federal share)  $;’ ?maoe -
" {proportion of net savings)
Medicaid Net Savings (state share) $635,000
(propomon of net savings) e
 Private Payer and Out of Pocket Net | 15,300,000
 Savings (proportion of net savings) fa

* in 2004 doflars

'$156,600,000

13138500000

| 7651

10-20 Y’eaxfs .

$3~7;4oo,000 ‘

| s87.600000

* Source: TFAH calculations from prefiminary Urban Institute estimates, based on national parameters applied

to state spending data.

- Total State Savings

$116,600,000 :

- State Net Savings
{Net savings = Total savings

$61,600,000

minus intervention costs)

RO for Sta.te‘ :

* in 2004 dollars

{2 Years

Medicare Net Savings
(proportion.of net savings)

$16,600000

391200000

$3,450,000

Medicaid Net Savings (federal share}
(proportion of net savings) r L

"~ Medicaid Net Savings (state share) | $2,530,000
{propertion of net savings} S ' i

' Private Payer and Out of Pocket Net | $39,000000 |

- “Savings (proportion of net savings)

* In 2004 dollars

10:20 Years =

-$431 400,000

| $376.400,000

6851

110-20 Years

| $101.,600000

Ts2r000000

- ‘$§t5,400,00<}

$238 .:GG‘ 000

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied

to state spending data.




Total Annual Intervention Costs (at $lper prson‘)

1-2 Years

Total State Savings

.

‘State Net Savings
(Net savings = Total savings
minus intervention costs) -

$5.110000

$10,100000 | %

RO for State

LB

* in 2004 dollars

| 932,500,000

10-20 Years

2 Years
Medicare Net Savings $1.380,000 ]
(proportion. of net savings) iL S
Mediicaid Net Savings (federal share) | $268,000 - $1,530,000
(proportion of net savings) : -
Medicaid Net Savings (state share) | $227,000 $1,290,000
{proportion of net savings) e o .
Private Payer and Out of Pocket Net | $3,230,000 518,400,000
Savings (propottion of net savings) . L

* in 2004 doflars

* Source: TFAH calculations from preliminary Urban Institute estimates, based on national parameters applied

to state spending dota.

1 $8.700,000 |
$1.710000

| $1440000

- 10-20 Years

| $20600000







The study consists of a:

A) Literature Review of Community-Based Prevention Studies; and

B) Return on investment Model

A. LITERATURE REVIEW

In order to identify effective community-based
disease prevention programs and the results
and costs of these programs, TFAH consulted
with NYAM to conduct a comprehensive liter
ature review. Overall, the literature review
identified 84 studies that met their criteria as
effective “public health interventions.” (See
Background box on page 40 for more detail.)
These interventions included both communi-
ty-based programs and policy changes. The
studies focused on how programs or policy
changes resulted in improved health or posi-
tive behavior changes within either an entire
commmunity or a particular atrisk targeied
community. They did not include medical
interventions, such as pharinaceutical, doctor-

based, or chnicalbased studies.

Overall, however, the researchers found the
literature evaluating community-based discase
prevention programs to be limited, and out-

comes were not reported in a standardized

way. In the review, no studies directly inclad-
ed information about all of the areas modeled
for this project, which include: the expenscs
of diseases, a community-based disease pre-
veniion program, data on the impact of mter-

ventions on diseases over tme, and the per

Experts at the Urban Institute developed a
composite based on the available data report
ed in the literature to derive asswuptions for

costs and health impacis,

Accordingly, TFAH calls for increased evi-
dence-bused rescarch into community-based
disease prevention programs that explicitly
include informaiion about the impact of inter-
ventions on diseases over time apd the costs
for the programs. This type of vesearch would
help policymakers better determine how to
effectivelv invest in public health programs
and assist those in the field in determining the
potential cost of identified programs.

| SECTION




reventlve Serwces and other meta-ana;yses and mtervzewed pubhc hea th expert

8 When specific needed data were not included in stud;es the researchers contacte
authors d:rectly when poss&bte to ask them about disease rate cnanges, Denawor h
or tcst data ‘

8 Study desxgns had to be: A} randomized controﬂed studees, B} quass-expenmental studn
‘without obvious selection bias; or C) (if no other studies were available) pre-post studaes
with no comparison group, or comparison groups with i <el)r selection blas * st
~,dld not meet these criteria were eliminated. ~ -

i -y of the 84 studies looked at programs that addressed a number: of relate
; ‘uc.; as va'e!éhL, nutrition, aﬁd ph;szca? actzwty Researchers often caﬁ these sm

he 1mpact of a c;carette tax in reducmg smoking.
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Examples of Studies from the Literature Review

] Imgroved Schoo! Food - Frutt/vegetabie of the month taste tests for stude
ional nesters food staff training, new vegetarian recipes, daily fresh fruit.

enl thy Eatmg and Actrve Time Club (HEAT) In-School Curriculurn - New curric
hat focused on increasing healthy food consumption, decreasing unhealthy ;
umption, increasing physical activity and decreasing sedentary time. Th :,:Czub i
mented Cool Moves & creatwe ways to include physical activity into c!assrcom ho

ﬁ HEAT Ciub After-School Program = Currlculum wn:h !esson plans ussng crafts cockmg

'Parent and Commumtv Qutreach -- Including a month y i newsletter to parents as weil
‘ o,the commumty contammg updates on the project, health tips and heaithy food
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ﬁ Decreased TV time

lifelong healthy habits)

6,500 fOW*mCumt diverse: kids

76 percent of kids increased muscu!ar }

B 56 percent increased muscular endurance -
B 69 percent increased ﬂeiibi ity

ﬁ Dramatsc decrease in bicod pressure and incre
strength and ﬁexxbmty

dg. Activata WQS*: Miahagan and
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mformed thrcugh pubhc meetings, brochures, posters, a nd medta ccverage

& Tramm Partxa ants - General practncuoners and school nurses are traened on how o
diagnose and treat obese ch;ldren ' -

Tamng Action in Schools and & !owns = Schools mtegrate nutrstxona! educanon and~~ phys;cai
education into the school day. Also, school menu planning is targeted and chsldren are tau
how cook with fresh frun:s and vegetab!es and be given access to food tastxng workshop

2
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rway group of researchers sought to test the effects ofa
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4Envtronmenta! Change -- In order to increase access:bxhty to areas fcr physical act
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mamtamed derg the W“‘itel‘ o keep them safe - -




B. RETURN ON INVESTMENT MODEL

The Urban Instituie researchers developed a
model to estipate how investing in communi-
ty-based disease prevention could lead to
lower health care costs. This model is based
on the literature review led by NYAM and data
on disease rates and associated medical expen-
ditures. The model addressed 3 questions:
1. How much do people with selec
ventable diseases spend on medical care?
2.1t the rates of these conditions were
reduced, how much of these expenditures
could be saved?
3. How would these savings be distributed

S ATEIRE TYATETRD
ACross payers:

Based on the review of the literature, the
researchers considered 1) the costs of the
most expensive diseases related to physical
inactivity, poor nutrition, and sioking; 2) pro-
glc i1 OStE dhbul{!l)ﬂ()llb, J) UI\CCL\U rafe lLLll 1C-
fion assumplions; 4) cosi savings estimaies;

and, B) limitations and notes about the model.

The model is used to compare costs of a given
intervention with its expected etfects on med-
ical care expenditures to assess the potential
refurn on mvestment in cornmunity-based dis-
ease prevention programs. As an example of
potential return, the model looks at an invest-
ment of $10 per person per year for successful
cormmunity-based disease prevention pro-
grams related to improving physical inactivity
and nuirition, and preventing smoking and
other tobacco use. Based on findings report-
ed in the literature, the researchers assumed
that such strategic interventions could reduce
unncomplicated diabetes and high blood pres-
sure rates by b percent in one to 2 years; heart,
stroke, and kidney disease by b percent within
5 years, and cancer, arthritis, and COPD by 2.5
percent within 10 to 20 years

1. Current Cosis of Mosi Expensive Diseases:
The researchers at NYAM and the Urban
Institute determined the most expensive set
of diseases that have shown potential to be

r—t

reduced through physical activity, nugition,

and smoking interventions. These include:
heart disease, selected types of cancers, select-

ed lung diseases, diabetes, hypertension,

arthritis, and kidney dis-

ease. None of these diseases can be prevent-

heart disease, strok

ed entirely; some individuals develop these
conditions due to genetics or other factors
unrelated to activity, nutrition, or smoking.

The report relies on a 2004 Health Affairs study

by Thorpe, et. al. to determine the most expen-
sive diseases, and then a review by NYAM of the
literature to determine which of the most
expensive diseases respond to physical activity,

nutrition, and smoking interventions.™

The Urban Institute used data from the
Medical Expenditure Panel Survey (MEPS)
from 2003 to 2005
people in nursing homes or other institu-

(adulis enly, excluding

tions) to estimate the health care costs of

the discases nationally.

Based on the hterature review and consultation
with a medical advisor, the diseases were
grouped into categories, using 3 br oad groups
of conditions: 1) uncomplicated diabetes
and,/or high blood pressure 2) diabetes and/or
high blood pressure with complications (heart
disease, stroke, and/or kidney disease); and 3)
selected cancers (those amenable to communi-
ty-based prevention), arthritis, and chronic
obsiructive pulronary disease (COPD].

INT e f’*‘i@i’}Eh

'God Pressure
& Diabetes alone
A H:gh hlood

A Diabetes and high blood pre<surek ‘

pressure alone

i{fﬁ Comphcated Diabetes and/or High

~ Blood Pressure

A Diabetes with heart dzsease k!dne,' :
 disease, and/or stroke

A High blood pressure with heart de
ease, kidney disease and/or stro

ﬁk‘Non diabetic, Non- hypertensxve Heart
isease, deney Disease, andlor Stro




2. Building Estimates for Costs of Programs:

Of the studies that outlined potential costs

- -~ or where project staff contacted researchers

L . - to determine costs, most had costs estimated
""" to be in the range of $3-88 per person.

. , 8 A few programs were found where costs
- exceeded $10. Those identified were pit-
marily interventions that focused on

intensive coaching and one-on-one or

small group counseling where administra-
tive costs were higher and evaluations and

measurements were intensive,

In order o determine an estimate, in adc
tion to reviewing the available literatur
TFAH and Prevention Institute consulted
set of experts who agreed that $10 is a hig.
and therefore, a conservative assumption
for the costs of community-based programs.
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' by 3 5 percent and reduces the number of kxds and pregnant women who smoke by & or
7 percentf’? For example, Texas recently increased its cigarette tax by $1.00 per pack and
{cansumpt;c-n over the following year dropped by more than 20 percent.”

B Smoke-free Saws alsohavea pos;tzve impact on the health of co

'h)fsmai activity. For emmwe, in Da«ss Cali

om mun’iﬁés w?t

furma, a carefu!!y des;,_«;. .eu b:ke uew\'o'n

‘ _a dedxcated traffic !ane for bxkers has %ed o 25 pe

3. Building Disease Raie Reduction
Assumptions: Based on findings from the lit-
erature review and consultations with a physi-
cian, the Urban Institute rescarchers made
asstunptions about the length of time it could
take for commmumity-based disease prevention
programs focusing on increasing physical
activity, improving nutrition, and reducing

smoking to have an impact on health.

Building on estimates from a range of stud-
ies, the researchers modeled an investment
of only $10 per person into effective pro-
grams to increase physical activity and good
nutrition and prevent sinoking, and a reduc-
tion in rates of uncomplicated diabetes and
high blood pressure of 5 percent ini one to 2
years; complicated diabetes and high blood
pressure as well as non-diabetic, non-hyper-
tensive heart disease, stroke and/or kidney
disease of 5 percent within 5 vears; and can-
cer, arthritis, and COPD of 2.5 percent with-
in 10 to 20 vears.

in order to determine the effect on diseases,
the researchers translated the results of pro-
grams as presented in articles into the effect
these changes could have on diseases or lim-
iting disease progression. The literature
outlines the connections between changes

in behavior and the impact on health. For

instance, increased pthu al activity, redu ced
Body Mass Index (BMI), or lowering systolic

blood pressure have been shown to delay or
prevent types of disease development. In
addition, siudies describe how different dis—
eases progress. Results can be seen in
reducing type 2 diabetes, for example, i

This redue

inevitably have an effect on the complica-

just one io 2 years. ction wunl

tions of diabetes, most notably heart disease,
kidney disease, and stroke, although reduc-
tions or delays in these conditions would
take longer to be realized than reductions in
uncomplicated diabeies or high blood pres-
sure (an estimnaied 5 vears as opposed (0 one

to 2 vearsy. Cancers, arthritis, and COPD




would take the longest to be affected, taking  ed in the model could likely result in greater
10 to 20 vears before disease prevention pro-  declines. The researchers acknowledge that
grams could help bring about reductions in  all of these diseases may develop unrelated
disease rates. The model assumes a one-  to physical inactivity, poor nutrition, or
time reduction in diabetes and/or high  smoking. The model focuses on the esti-
blood pressure, even though the sustained  mated share of these disease rates that could
investment in prevention programs includ-  be affected by these factors.
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4, Cost Savings Estimates: Using the share of
costs estimated in the regression analyses and
the size of the effects of prevention programs
reported in the literature, the Urban
Institute researchers estimated the medical
care expenditure savings that would result

from implementation of such an interven-
tion. They then applied this formula to the
example of a program that reduces the preva-
lence of uncomplicated diabetes and high

blood pressure by 5 percent in the short run.

Medical Savings Calculations

The savings (§) from reduction of
condition j:

S = (&) * (share of costs)) * expenditures
Where:

S; is savings from the intervention

e is the effect of the intervention on
disease cluster |

Share of costs refers to estimated costs
attributable to disease cluster j

Expenditures is total medical expenses

Short Run Savings Example
{Preliminary Estimates)

The savings from 5% reduction in
uncomplicated diabetes and
hypertension in the U.S.

Sdia'z:_HBP = (ediab_HEP) * (share of COStSdiab_HsP} *
expendituresys

= (0.05) * (0.094) * $1,235 billion
= $5.8 billion annually

Because the model is based on adults only

and excludes nursing home expenditures,

the expenditure number used in this example

excludes spending on nursing homes and s

adjusted to account for spending on children.




5. Limitations and Notes on the Model

The researchers note that the estimates are
likely to be conservative. As noted above, the
model assumes costs in the higher range and
benefits in the low range. Furthermore, the
model does not take into account any costs of
wistitutional care. Chronic disease often leads
to disability or frailty that mav necessitate
nursing home care, 50 exclusion of these costs
may underestimate the return on investment

in reduction of disease.

While the model is still being elaborated to
address many of these issues, some known Him-

itations of the model as reported here include:

# The model assumes a sustained reduction
in the prevalence of diabetes and hyper-
duration of the effecis of ntervention is
small, with effects usually reported over

no more than 3 to 5 years.
B The model assumes a steady state popula-
tion. This model is based on current dis-

ease prevalence and does not take into

account trends in prevalence. For exam-
ple, diabetes is increasing while heart dis-
ease is declining, but the model estimates

savings based on the current prevalence.

B While the model does take into account
competing morbidity risks, it does not
take into account changes in mortality.
However, in the short {one to 2 years)
and medium run (5 vears), changes in

mortality are likely to be small.

B The model calenlates all savings in 2004
dollars. Thus, it does not take into account
any rise in medical care expendilures or

changes in medical technology.

& The model incorporates only the margin-
al cost of the interventions and does not
| SR R

reflect the cost of the basic infrastructure

required to implement such programs.

8 The intervention effects do not account for
variations in community demographics such
as distribution of race/ethnicity, age, gen-
der, geography, or income. The intervention

P Jp,
effect is treated as constant acyoss groups.







sonclusio

he nation’s economic future demands we find ways to reduce health

care costs. Preventing people from getting sick is one of the most

important ways we can drive costs down.

This study shows that the country could save

substantial amounts on health cave costs if

we invest strategically in community-based
disease prevention programs. We could see
significant returns for as little as a $10
investinent per person into evidence-based
programs that impyove physical activity and
nutrition and lower smoking rates in com-
munities. Not only could we save money,
many more Americans would have the

opportunity to live healthier lives.

Physical activity, nutrition, and smoking are 3
of the most important areas to target for pre-
vention, and as this study shows, community-
based programs can generate a sigmficant
return both in terms of health and financial
savings. There is a wide range of other dis-
ease preventon efforts that target these and
other health problems and have a beneficial
impact on the health of Ainericans.

Until the country starts making a sustained
investent into disease prevention programs,
we will not realize the potential savings. We

need to make the invesiment o see the refurns,

TFAH and RWJF launched the Healthier
America Project in 2007 to find ways to
improve the health of the nation. The proj-

ect has set a number of goals, including:

8 America should strive to be the healthiest
country in the world;

& Fvery American should have the opporiu-

nity to be as healthy as he or she can be;

& Every community should be safe from
threats to its health; and

B All individuals and families should have a
high level of health, health care, and pub-
tic health services, regardless of who they

are or where they live.

For America to become 2 healthier nation,
prevention must become a driving force in
our health care strategy and become central
to discussions about how io reform health
care in the U.S. For too long, disease pre-
vention has been considered too difficult to

implement programs on a wide-scale basis.

One challenge has been to get policymakers
io invest, given the already high health care
costs and difficulties in showing the mmpact
of many community-based prevention pro-
grams. Understanding the return on invest-
ment is an important step to help determine
what types of programs to invest in, how
much should be invested, and how the pro-

grams could be funded.

This study identified a range of community-
based programs that have been shown to
have a positive impact on improving the
health of communities by increasing physi-
cal activity, improving nuatrition, or prevent
ing or helping people quit smoking. These
programs are designed to help improve the
health and well-being of large segmenis of
the population without direct medical treat-
ment. Instead, community disease rates are
decreasing and health is improving through
increased access to safe places to be active.
affordable nutitious foods, and support to
help prevent or quit smoking.

SECTION




Insurance providers, including Medicare,
Medicaid, and private payers, would directly
benefit from investtnents made in commu-
nity-based prevention. In addition, commu-
nities would benefit from improved health
and productivity of the workforce and citi-
zens in those communities.

In addition, the country must make improv-
ing research into comnnunity-based disease
prevention programs a priority. Since these
programs bold so much potential for improv-

ing the health of Americans in addition to
saving health care costs, it is important to
gain an increased understanding about what
programs are most effective and how to best
target efforts in communities, including eval-
uating costs and outcomes. This research is
important to help policymakers determine
the most effective ways to invest for the high-

est returns in health and savings.

Investing in prevention is investing in the
future health and wealth of the nation.
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